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ABSTRACT 

This is a non'-techiiical report based on the final 
report of the first fear evaluation of the Head Start/Meaicaia Sarly 
and Periodic Screening, Diagnosis and TreatBaat (EPSDT) Collaboxative 
Effort^ a aaaonatration progran initiated iy the Office of Child 
Develcpient (QCD)/HHi in 1974. The report presents amd analysges data 
collected during the first year of the prograa^ aeta forth key policy 
Gonsideratioiia based on study findingsi and aeeka to provide 
direction for policy and prograa planning. Section I presents a 
suDBary o£ tha lajor findings by specific isaiie area« Section II 
presents background inferfflation on the IPSBT and Head Start Erogranis 
and the collaborative effort. Section III da^crihes the study 
methodology employed in the evaluation* Section IV discusses the 
organization and operation of the Head Stait/IPSBT Ccllaboratt?e 
Effort* Section V ewmines Hedlcaid certification results aiid reviews 
prior health cars status of participating children* Section Vr 
analyses the provialon of health services during the first year of 
the ccllaboratite effort. Section yil offers an analysis of the state 
EPSDT plans and coipares these to the Head Start Brogram Perforjiance 
Standards* Section VIII cites the technical a^siataace needs of the 
projects. Section IX provides cost utilization factors related to the 
collaborative effort* Ihii report is to be circulated to Head Start 
projects and interested agencies to provide then with background 
information for adininistering and improving health services to 
loif'^income preschool children* (Author/MS) 
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INTRODUCTION 

This IB a non-technical report based upon the final report 
on the first yoar Gvaluation of the Head S tart/Modicald Early 
and Periodic Sareening^ Diagnosis and Treatrnent (EPSDT) 
Collaborative Effort^ a demonstration program that was initiated 
by the Office of Child Development (OCD)/HE^ in 1^74. In initiat- 
ing the program, OCD/HEW set forth the following objeotivee i 

to assess the benefits in terms o£ increased services 
for both Head Start and non-Head Start children and 
to establish the dollar value of these serviges 

to deterniine any barriers which prevent the Head 
Start program from making maKimum use of Medicaid/ 
EPSDT to pay for required health services provided 
to Medicaid eligible children in local programB 

to analyze long-'term program and policy issues 

concerning Head Start services to young children as 

a basis for improving those services in Head Start/ 
Medicaid EPSDT. 

This report has been prepared by Boone ^ Young & Associates, 
a private consulting firm under contract v;ith OCD/HEW to evaluate 
the Head Start/EPSDT Collaborative Effort, it presents and analyzes 
data collected during the first year of the program, sets forth 
key policy considerations based on study findings, and seeks to 
provide direction for policy and program planning. 
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This non-tQchnical report v^ill be circulated to Head Start 
projects and intereBt-sd agencies to provide thorn with beick^ 
ground information to aid in administering and improving hGalth 
services to lQW"-income t pt"e school children * The J^nt e rlm Report-- 
providing a detailed analysis of the pro^jrams prior to the initia 
tion of the collaborative effort, including in-depth tabular com"- 
pilations — and the Final Report — diacustsing the history of Head 
Start and EPSDT, and updating the data of the Interim Report— are 
available through OGD, 

Boone, Young k Associates wishes to extend its gratitude to the 
OCD staff for its cooperation in implementing the evaluation 
study design. We also wish to eKpreBsly thanlc the staff of the 
funded projects^ without whose cooperation this study would not 
have progressed* 
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ORGANIZATION OF THE REPORT 



SGction I presents a sumiiiary of the major findings by specific 
issue area , 

Section II presents background information on the EPSDT and 
Head Start Prograrns and the collaborative effort. 

Section III deacribes the study methodology employed in the 
evaluation* 



Section IV discasses the organization and operation of the 
Head Start/EPSDT Collaborative Effort. 



Section V" eKamines Medicaid certification results and reviews 
prior health care status of participating children. 



Section VI analyzes the provision of health services during the 
first year of the collaborative effort. 

Section VII offers an anf: lysis of the state EPSDT plans and 
compares these to the Head Start Program Performance Standards. 

Section v'lll cites the technical assistance needs of the projects p 



Section IX provides cost utilisation factors related to the 
collaborative effort. 

Appendix A i Profile of IMPD Projects 
Appendix B i Sununary of Forms 



■ 
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I: SUMJMARY OF MAJOR FINDINGS, CRUCIAL PROBLEMS AND KEY 
POLIClf CONSIDERATIONS 



This section summarizes the majar findings of the first year 
evaluation of the Head Start/EPSDT Collaborative Effort and 
presents the crucial jproblems and key policy considerations 
for the following issue areas i 



1. Medicaid certification for Head Start and non-- 
Head Start children 

2. Previous health care status of Hend Start and 
non-'Head Start children 

3. Receipt of health services during the first year 

4. EPSDT reimbursable services provided/obtained 
during the first year 

5. Supportive serviceB provided to non^Head Start 
children 

6. Comparison of Head Start Program Performanoe 
Standards and State EPSDT Plans 

7. Analysis of State EPSDT plans and providers' 
performance 

8. Cost utilization factors pertaining to service 
delivery 

9. Technical assistance needs of the projects and staff 
characteristics* 
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In assessing the first year evaluntion^ several conclusions 
may be drawn from the first year findings. First of all, the 
Head= Start projects were reasonably successful in accomplishing 
the objectives of the collaborative ejEfortp Many Head Start 
children were screened during the first year ^ even though they 
were not always Medicaid certified. Morever^ in the projects 
selected for in-depth study ^ there was much concentrated 
effort to assure the completion of services. 

Secondly, and on the positive side^ Head Start programs initiated 
relationships with many public welfar©, health and social service 
agencies, and private sector providers, and reinforced existing 
contact with such groups. In some tajcget states, Head Start 
prograins stimulated greater interest in EPSDT within local com- 
munities and among concerned state agencies. 

The major objective of the collaborative effort was to increase 
health services to children ages 0-^6 through effective utiliza- 
tion of the EPSDT program by Head Start. In order to accomplish 
this task, OCD awarded supplemental grants to 200 Head Start 
projects whose main responsibility would be to devise specific 
program strategies to carry out OCD*s objectives. These grants 
were awarded on the basis of applications submitted by the pro- 
grams which described the potential and actual Medicaid/EPSDT 
population within Head Start and the surrounding community, and 
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their plans for mounting an effectivo collaborative effort. 
The projects selected constituted the national sample for the 
evaluation study. Thirty of these were eelected for in-depth 
analysis • 

The projects represented a wide spectrum of the national Head 
Start program but showed a strong rural bias despite the high 
incidence of Head Start prograiTis in low--incoine urban areas 
generally* Many ethnic, cultural and linguistic groups ^ includ- 
ing blacks, Chicanes / American Indians^ poor whites were part 
of the national sample* Also, specific Head Start projects--* 
the Indian and migrant workers * demonstration projects (IMPD) ---^ 
were included. The numbers of children receiving Head Start 
services in individual projects ranged from 60 to 2^500* In 
choosing the selected sample of thirty projects, efforts were 
made to insure that the selected group approKimated the charac- 
teristics of the national sample with corrections for rural 
bias . 

OCD established several priorities for these demonstration 
projects during the first year. The most important priority 
was to provide EPSDT services to as many Medicaid eligible , 
Head Start children as possible and enroll in Medicaid the 
maximum numbers of Head Start children not yet certified by 
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the medical assistancQ program, As a second prloErity, Head 
Start projects were to conduct coirununity-wide recruiting for 
non-Head Start Medicaid eligible children. For this population, 
also, the projects were to assure certification of the Medicaid 
eligible children. 

During the first year of the collaborative effort, the Head 
Start projects reached 129,234 Head Start and non-Head Start 
children. (This figure was calculated by extrapolating the 
total nun^ber of children reported scraenQd, 95,997, by 14? ,^ 
projects to the universe of 198 programs that had received 
supplemental grants.) For children diagnos-sd or treated, the 
extrapolated number for the 198 programs is 26,933 children. 

For the Head Start projects, the first year of operation for 
the collaborative effort was primarily a developmental period, 
with many trial and error learning experiences. During this 
period, the dernonstration projects had to phase in the col- 
laborative effort as well as familiarize themselves with the 
various forms being used in the evaluation study. 

Many did not realize the potential foe services to non-Head 
Start children through utilization of community resources. In 
some cases, too, the projects were stymied by the reaction of 
public agencies or the difficulty of intermeBhing with the 
state EPSDT system. Reviewing the level of participation in 
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terms of numbQr of children ageiinst tliQ gGnerally Liwited tech- 
nical support rGCQivod by the clamonstrcition projects, the level 
of activity—greatly varied amqn^ individual pro jQat©---is under- 
standable and, in somQ instanceiSi oommendablG. 

The major findings and policy cousiderations ^ as w^ll as crucial 
problems related to theee , are dtatailed below by issue .area. 
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The GXtent to which the projects achieved 
Madicald certification for Head Start and 
non-^Head Start children. 



Head Start projects were re agon ably 
succeBsf ul in reaching and re^lewLng 
children for Medicaid ellgihiLity ^ 
but the majority of children—both 
Head Start and non-Head Sta^t---'whD 
were reported as Medicaid certified 
began the EPSDT Collaboratii;© Effort 
with that status (60%) (17,989 cut 
of 25,737) . 

The projects were more aucc^ssftjl 
in reaching and revie\^irg ncn--Heaii 
Start children for Medicaid eligi-- 
bility, but the majority of the non- 
Head Start youngsters wete the sib- 
lings o£ Head Start enrolleeg who 
were already certified ^ rather than 
siblings in those Head Start families 
believed eligible but not yet certi^ 
f iedp 

The projects were highly suc gessfuil 
in obtaining Medicaid certif jLc"ation 
for non-Head Start children who had 
not been certified prior to entry 
into the collaboration <S3%^ or 
10,178 out of 13r277) , They were 
leas gucceasful with the Head Start 
population (30%, or 14,634 out off 
38,912), reflecting possible dls-^ 
crepancies between the eligibility 
standards for Medicaid and Head 
Start* 

The parent ^involv^ement component was 
generally useful in providing for 
outreach^ screening, and establiBhing 
Medicaid eligibility, particularly 
for the siblings of norHfeaa Start 
children. 
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* There were wide v^ariatiDiis arciortg re- 
gions and among seleofced p^ojic^ts tai 
the nuinbars of childteft-^^H^ad Start 
and non-Head Start— for ^hcn\ Medicaid 
aertif laatioii w^b acphiev^^fl^ 



PROBLEMS s 

• Limited staff rcscutfoei and the LacJ^ 
of clarity as tc the A%g^%m of iftvoly^*- 
ment by Head Statt mtmif in th^ rioruit- 
m&nt of non-Head Steirt^ Jlorn^^lbltng 
children were apparently iiitp^rtant ad- 
verse faotors in mmQtiin^ theee ehildstn. 

, Thti differences Lt\ ©ligtlbiJity Stan* 
dards for Maaiaatd and H^ad Start set- 
vices itiay have affeotad the nun^ar of 
children who wex^ ta\xni to Medie^ld 
eiigiblQ by th© pM^scts * States \^itli 
appreciably low Meaia^id standards inftj 
have been unable t© accept low^lricoin% 
children recruited tM fflead Statt 
projeota for the cQjl&bo^ativa efforts 

, Many Qhildreri apparently experienced 
considerable fl-uatuaitioii iri their 
Medicaid status o^a^e the year^r i^tth 
possible dett^imcntaj ristiits for health 
care aontinuity * 



PDHCV CONSIDERATIONS s 



Systematia planning ^ in^ludtrig rsliabii 
eetimatee of th€ iiuitib©r cf ghilldr^ii tc 
bm served and Ififcri^atiofi on thi typt 
of supportiva s^r^l^i^ a^^ilablep v/cuSfl 

likely to enhanee ^Qrtiflc^at ion cf forrts 
through improved daploym^nt of staff re- 
sources. 

Local Head Start progrnm^ c^ould ua^ ^tcw 
dardi^ed procedwes l^r ^stfa^ltug Mcdleald 
eiigibility by Head Star* prc^arama m that 
the ac-curacy of MediGsiid G^rtlf ication sa-^ 
ferrals might Incr^eisea^ Alsoi levies 
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eould be undertaken by OCD of barriers to 
BPSDT aligibiLity for Haad Start enrollees 
becausa cjE some atatea* low^inaoitia criteria. 

mad Sta^t programs could establish oloaer 
v/orking lal^tionshipa with loeal EPSDT 
agenoiae to apead the determiriation and 
oertifiaetion process of a refarral child. 

The number cf potentially eligible chil- 
dren brought into IPSDT could ba incraasad 
were the projacts given greater aealstanct 
in davalopiiag outreach techniquas^ aad 
wera greatax atreaa plaoad on the deinon- 
atrably suaceaaful parent involvainant com^^ 
ponent* 

Bacausa the income aligibllity differences 
(in doll^ffi) tend to be minimal betwaan 
Medicaid and Head Staxt, OCD may wish to 
review with SRS the feasibility of providing 
Medicaid ceTtlf inatioii to low-inoome, pre- 
school aliildreii on the basia of thslr enroll* 
mant in Mead Start, 



14 



-12- 



Issue Area 2 i Previous health care status of Head Start 

and non-^Head Start childreii. 



FINDINGS \ 

Nearly all of the previously enrolled 
Head Start children (92%^or 6^792 out 
of 7,343) had received screening ser-- 
voices prii^arily through Head Start 
prior to entry Into the EPSDT effort, 
and Medicaid certification or eligi^ 
bility was not a factor in receipt of 
these services . 

Few projects reported children— Head 
Start or non^Head Start^-^^ho received 
mental healthy medical r and nutritional 
Bery-iceB prior to entry into EPSDT. 

Non-Head Start chilcaren who had received 
health servlceB prior to entering EPSDT 

primarily Medicaid certified and 
siblings of Head Start enrollees. 



PROBLEMS I 



The availability of various health ser- 
vices ill a lo^al area ^ with some com-- 
munities apparently having significantly 
greater resources than others , may have 
determined the dnciaence of prior health 
care to some degree in any particular 
region* 

The similarity In incidence between 
Head Start and non-Head Start children 
who received screeiiing services prior 
to EPSDr entry may reflect the concen- 
tration by' some Head Start programs in 
providing family health iervices rather 
than focusing on the needs of the en-- 
rolled Head Start child, alone. Apparent 
emphasis in the projects on supplying 
dental services for He ad Start eriro liee e 
may eKplain the relatively lower rate of 
dental care for nQn-Heaa Start children , 
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POLICY CO NSIDERA'i'xONS' 

Head Start programB might be encDuraged 
to arrange for family health services^ 
thereby ensuring that all family membera/ 
including children^ are provided compre-- 
hensive care. Similarly^ the projects 
could be assisted in defining their 
responsibility for recruiting participantB 
beyond the immediate Head Start family as 
part of the Head Start performance stan*^ 
dards , 

Limitations in some state plans for Medi^ 
caid/EPSDT could be overcoide through im- 
plementation of national standards for 
the provision of health services to low^ 
incomer prs'-school children. 

Greater assistance for Head Start programs 
in improving utilization of coinmunity health 
resources would result In eKpanded screen- 
ing services through augmentation of the 
prcgrarns - own capabilities , 

Additional assistance for Head Start pro^ 
grams would enable thein to beaome more 
aware of the overall developmental health 
of pre-school children , Particular stress 
.coijld be placed on nutxitional and mental 
health development. 
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The eKtent to which the projects provided/ 
obtained health services for Head Start and 
non^Head Start chlldran during the year. 



There was a faurfpld increaee In the 
number of childreri screened this year 
cQinpared to last year . ' The vast ma- 
lority of children screened (86%^ or 
82y782 ou^of 9y/997) were Head Start 
ehrolleeg r Most" of these screenings^ 
however^ t^are Incomplete at the time 
of reporting. Although there was an 
inareaae in the nan^er of non^Head 
Start children screened ^ it was not 
as great. 

Although relatively large numbers of 
children ^ere icreenad^ only one out 
of five were diagnosed or treated. 
For those treated^ acute or chronic 
care %^aB most often provided for 
both Head Start and non-'Head Start 
children I and each child received 2*6 
units of treatment. 



The availability of particular health 
services in a given area again Influanced 
the incidence of their receipt this year, 
particularly psychological and nutritional 
services . 

The lack of information about the nature 
or quality of Bcreenlng and other health 
services provided limits the assessment 
about the impaGt of these services upon 
the health status of the children. 
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The relatively large number of Head 
Start ahildran participating who wbtb 
ineligible for Medicaid or of unknown 
status ineans that the Head Start proj- 
ects most likely had to pay for serviaes 
rendered from their owti program resources, 
ev^en if the services were available through 
the state EPSDT plan. 

As in the case of the previous y ear , 
dental care was tha most prevalent type 
of health, service provided > There was 
a fourfold increase in the number of 
children reported this year. 

t More than 90% (8,800 out of 9,623) of 
the Head Start and non^Head Start chil- 
dren who were reported having mental 
health services received psyohoiogical 
testing (type of test administeired un-- 
known) but few were counseled or re^ 
ferred for further services* 

Nutritional services ware again the 
least freqaently provided, h greater 
nuinber of children receiving these 
services w#re referred for additional 
asaesBinent compared to other health 
services * 

Medicaid certification appeared to be 
unrelated to the receipt of health 
services, as the proportion of Head 
Start and non--Head Start Mediaald 
certified children was almost equal to 
those who were ineligible or of unknown 
status * 



POLICE CONS IPE ^riONS i 

The screening package mandated for Head 
Start children might be defined in greater 
detail (tes t specification tot inatance) 
to assure miasurea of comparability among 
Head Start programs , as has been reflected 
on the 1975 revision of the Head Start per- 
formance atandarda , 
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F-urther studies regarding the quality 
of health services received could pro^ 
vide the basis for revising standards 
for health care* 

Additional program resources to Head 
Start projects would greatly enhance 
their capability in providing services 
to faniilies of Head Start children. 
The parGnt involvement component could 
be particularly useful toward this end. 
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Issue Area 4 i Extent to which the projects were able to provide/ 
obtain direct EPSDT reimbursable services for 
eligible children. 



FINDINGS s 



Only two Head Start projects obtained direct 
reimbursement by Medicaid EPSDT ^ either as 
vendor or through purchase of health servipe 
agreements * 



PROBLEMS s 



There was only one contract reported between 
a public agency and a Head Start project* 
Relationships were generally quite in-- 
formal r with minimal assistance or support 
provided by public agencies to Head Start 
projects. In fact^ many projects reported 
resistance by public agencieSf particularly 
at the local level, regarding Head Start roles 
in EPSDT delivery^ 

Many projects relied on previous patterns of 
health service arrangements In the case of 
Head Start children, possibly minimizing the 
use of Medicaid. 



POLICY CONSIDERATIONS: 



The EPSDT coordinator could he trained to 
have close familiarity with Head Start program 
objectives and health-related matters so 
that there can be full integration of the 
EPSDT effort into the overall Head Start program* 
The position will benefit in this regard, should 
it be made full-time and be placed under the 
supervision of the health services coordinator # 

OCD might encourage more reimburseinent relat' ^ri- 
ships through ensuring that the projects have 
available full information on the availability 
of EPSDT services in: their areas. 
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Issua Area 5 i Extent to which supportive serviGes were provided 

to non-Head Start children. 



FINDINGS : 

There were limitations on the level and 
adequacy of supportive services provided 
to non-Head Start children. The Head 
Start projects were the major providers 
of these services to non-Head Start chil- 
dren , suggesting a general understanding 
of intent of the EPSDT Collahorative Effort* 
The parent involvement component was the 
most effective tool in outreach to non-^ 
Head Start children* 



PROBLEMS I 

, Previous approaches to providing supportive 
services in the Head Start programs were 
generally maintained during the collaborative 
effort, limiting the provision of support-- 
ive services to non-Head Start population* 

. Public agencies tended to focus their sup- 
portive services on follow-'Up rather than 
outreach, again limiting the nurober of non-- 
Head Start children served, "Shs voluntary 
sector proved to be of minimal help to the 
projects in delivering supportive services. 

The non-Head Start child was less likely to 
receive follow-up services, particularly 
verification, possibly related again to 
emphasis by the projects on previous patterns 
of supportive services delivery* 

. Recordkeeping for non-Head Start children 

was considerably weaker than for Head Start 

children, possibly the result of a lack of 
resources in the projects. 
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POLIC E CONSIDERATIONS I 



Better coordination .between Head Start 
projects and public agencies would provide 



supportive eerviqea to non^Head Start ohil-^ 
dren. The projeqts might also seek r©im-- 
bursement for these services provided they 
are part of the state EPSDT plan* 

Head Start projects might be ancouraged to 
utilize more fully v^hatever resources are 
available in th© voluntary sector for de-^ 
livery of suppprtive serviaes^ particularly 
in the areas of outreach. 

Head Start programs might be encouraged to 
use the parent involvement component to the 
fullest eKtent to ensure that all siblings 
of Head Start enrollees become participants 
in the EPSDT effort r thereby also expanding 
provision of supportive services ^ , Likewise ^ 
door-to-door cojitact could be uaad more sKten- 
sively as an outreach technique 

Requirenient of recordkeeping on the provision 
of services to nqn*-Head Start children by 
the projects wuld both maxiiniie supportive 
service delivery and improve procedural 
quality in all aspects of the collaborative 
ef fort • 
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Issue Area 6 s Comparison off Head Start Program Performance 
Standards and state EPSDT plans. 



FINDINGS ; ' 

a The state plans' description of supportive 
services is particularly limited^ and may 
not provide the same degree of delivery as 
Head Start potentially could * 

There is no uniformity regarding the typea 
and quality of services providad among the 
various states. 



PROBLEMS I 

With the exaeption of California, none of 
the states provide a mechaniBni for consumer 
participation .in their EPSDT plans. 

Although moat states cite the importance in 
their plans of coordination with existing 
health resources, none specify proceduraB 
for ensuring that linkage does occur. 

. Lack of specificity and uniformity in regard 
to types and levels of service provided, 
complicates the collaborative process for 
an agency such as Head Starts and necessitates 
a state by state analysis of the health 
benefit package* 

III those states which provide reimbursement 
foy 'the entire sbreehlng package^ iie ad {gtStft, 
even 1^ it achieves vendor statusi may J^^^F ™ 
be alble to receive reimbursement unless it 
delivers the entire pacKage of screening 
iarviaes • 



POLICY CONSIDERATIONS g 

Development of uniform national standards 
for EPSDT plans, by types and levels of 
services, and provision for reimbursement 
might eKpedite and facilitate the relation^ 
ship between Head Start programs and EPSDT* 
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Consideration might be given to developing 
reimbursement procedures in state plans 
which permit payinent for provision of specific 
services rather than an entire package, sinae 
a providar might be encouracf^d through this 
arrangement to perforin procedures which might 
otherwise have been negleat^d* 
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Issue Area 7 t Analysis of State msm plans and pirovidlers' parfDr- 
mance. 



FINDINGS I 

. State Mediaaid/EPSDT plans wer© characterized 
by their apmpleHity, with diapaffate delega- 
tion of r^^ponsibilltes to different publia 
and private agencies at both the atate and 
loaal lev©!©. 

, u 

There was werall failure by the Head Start 
programs to be integrated into the delivery 
of Medicaid/EPSDT services at the state or 
local level© by achieving vendo:c status. ^ 

^ The collabarative effort had ininimal impaGt 
on the inrfcitutional arrangem^rits of a state 
Medicaid/BPSDT plan or program^ 



PROBLEMS 

* The forniat ^f many state plani^ is oompleKr 
and oft^n the phrasing is an^biguous or 
obscure, 

^ Variations among state plans qo^^qerning their 
reimburs^iW'ant pollaiea can and do lead to 
alienation ^nd frustration amortg vendors 
^ho apply rei^ursement for services not 
sanctioned by the plans* 

p Providers ^ttm Jail to offer a^eas of 
screening When these aarvices ayre not ex- 
plicitly p'irmitted for reimhw$#ment under 
the state l^lan* 

. Reatrictiowe in the plans on th# awarding 
of vendor efcatus to community agencies 
limits the wailaJbility of supportive ser- 
vice and thm potential for HmA Start and 
similar g^aups to become se^vica vendors. 
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ERIC 



Clear and precise irif ormation on the opera^ 
tional and procedural aspects of state BPSDT 
plans ntight be provided to Head Start pro- 
grams ^ as well as to other agencies and coii*- 
Burners f in order to increasa the efficient 
use of these resources and aervicea. 

More effective integration of Head Start 
and EPSDT services might^be accoinplisliea 
through review by SRS of Head Start's pro- 
vision of the specific services renderedf 
Health liaison specialists may have an tin- 
portant role to play in this regard^ through 
their active intercession between Head 
Start programs and local EPSDT/Medlcaid 
agencies to promote closer and more effi^ 
cient working relationships* 

(For considerations on \/endor and provldar 
problenis, eee Issue A.rea 5/ policy Consider^ 
ations, ) 
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IssuQ Area 8 s Cost utilization factors pertaining to BorvicQ 
delivGry . 



FINDINGS : 

Although expGndituree for Head Start/EPSDT 
varied from project to project^ the average 
cost per child was assessed at $45*00* 

. About 75% of the total EPSDT expenditurQ 

for all regions and IMPD programs originated 
from the Head Start/EPSDT supplemental grant. 
Contributions from other sources were minimal* 

Some programs extended beyond the supple- 
mental grant to support the collaborative 
effort^ suggesting that the grants alone, 
was not BUflficient to sustain the implemen- 
tation of EPSDT/Head Start* 

Overall , 481 of all dollars expended for 
the EPSDT program were for direct health 
services, with 27% and 25% attributable 
to supportive costs and administrative 
costs, respectively . 

Most of the time (55%) , payment for provision, 
of EPSDT health services included Head Start 
funds, leading to the conclusion that Head 
Start provided the major financial support 
to the collaborative effort* 



PROBLEMS : 

Lack of providers, failure to reimburse for 
certain services in accordance with a state 
EPSDT plan, and infrequent use of reimburse- 
ment for mental health and nutritional ser- 
vices may be contributing factors to the 
low percentage (6%) of Medicaid/EPSDT ser- 
vices i 

Some lack of discretion regarding administra- 
tive costs may have had an adverse impact 
on the level of services provided* 
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POLICE CONSIDLillATIONGi 



RGview could be undertaken by the projects 
to determine how monies directed toward 
meeting tho objectives of the collaborative 
effort could be maKimized^ and how monies 
directed to lower priority areas within the 
effort could be minimised. 

Projects might begin to develop a syateiii con-- 
taining provisions for identifying reim-- 
bursement areas and requirements. Such a 
system may also improve managerial procedures 
for the projects and may clarify objectives 
and methods of attaining them* 

Because of the unreliability of cost/revenue 
data, more emphasis might be placed on the 
retrieval of this information during the 
second year evaluation , 

For the supplemental grant, monies might be 
more effectively distributed according to a 
formula that takes into account program si^e 
and other variables. 

Designation by the local/state Medicaid 
agency of the Head Start program* as a pro- 
vider of health services would ease reliance 
on the supplemental grant and would also 
facillate service delivery (supportive and 
health related) to the target population. 

Where such designation is not possible^ pro- 
grams may be encouraged to reach agreements 
with local health providers that are reci- 
pients of third party payments , to share in 
any monies received as a result of services 
delivered to children referred by the proj- 
ects* 

A sliding fee scale system might be imple* 
mented^ selectivelyr to facilitate payment 
for direct services (to non-Medicaid eligible 
families only) , 
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iBSue Area 9 i TGchnical assistance needs of the projects and staff 
charactaristics , 



Technical Assistance Naeds 



FINDINGS I 

, Head Start projects had particular technical 
aesistance needs in the areas of outreach 
and follow-^up. For the former r there was a 
need to plan and develop a strategy with the 
state and local EPSDT agencies. For the 
latter^ there was a need to plan and develop 
systems which effectively met this objective. 

To the degree that any source was helpful in 
providing technical aid^ the health liaison 
specialist was most frequently cited. Overall, 
however I the projects reported minimal tech-- 
nical assistance provided, 

. The most fraquant type of technical assistance 
provided was in the form of workshop and in- 
formation provision* 



PROBLEMS I 

. State Medicaid/EPSDT agencies were usually not 
a source of technical assietance to the proj^ 
ects as had bean anticipated. 

The agent with the responsibility for negot- 
iation with state/local Medicaid agencies . 
for vendor recognition was not pinpointed 
by OCD or regional offices i nor was there 
any assistance provided in arranging fiscal 
affairs or ' administrative procedures. 
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POLICy CONSIDERATIONS ^ 

. Mministration and planning, as well as de- 
velopment of coordination and linkages between 
the projects and the Medicaid agencies^ are 
potentially fruitful areas for concentration 
of technical assistance during the second 
year effort • 

The rol^ of the health liaison specialist might 
be more clearly defined in regard to its on-- 
going technical assistance function and as a 
link between the projects and the Medicaid 
agencies . 



Staff Characteristics 



FINDINGS I 

. A majority of the EPSDT coordinators were 
full-^time personnel with some college back- 
ground and several years of previous ex- 
perience in Head Start* 

The organization of EPSDT, as an additional 
responsibility for the Head Start health ser-- 
vice components, often placed severe strain 
on existing staff* 



PROBLEMS I 

Training of health and other staff for the 
EPSDT effort was generally limited, and 
consisted primarily of OCD workshops. 
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POLICY CONSIDERATIONS ! 

Training of the Head Start staffs particularly 
those members who have direct responsibility 
for the operation of the GOllaborative effort, 
is crucial. 

Head Start programs could be encouraged to 
recruit and hire persons with professional 
background in the EPSDT/Medicaid program, who 
would then be responsible for coordinating 
Head Start/EPSDT services. This position 
might best be utilised were it made full-time 
and placed under the supervision of the health 
services coordinator • 



EKLC 
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II, BACKGROUND OP EPSDT PROGRAM AND THE COLLABORATIVE EFFORT 



A. LEGISLATIVE HISTORY OF EPSDT 

The 1967 amendmenLs to the Ktidicaid provisions^ Title XIX^ of 
the Social Security Act set up a national program of preven- 
tive health serviaes for low-income children ages 0--21 through 
the Early Periodic Screening^ Diagnosis ,and Treatment (EPSDT) 
program. These amendments were signed into law on January 2, 
1968 to become effective July 1, 1969 and they represented 
several years* efforts by HEW officials to expand health and 
medical care for poor children by establishing federal standards 
for coordination and provision of services. Because children 
on public assistance was a major group to receive these services, 
this new and extensive child health program was integratea into the 
public welfare system which also carries responsibility for other 
income maintenance and medical assiBtanae programs, ineluding 
Medicaid, 

Until the passage of the 1967 legislation, federal money for 
child health services had been provided primarily through Title V 
of the Social Security Act which had authorized screening services 
since 1935 through Maternity and Child Haalth (supervision of 
preventive services and well-^baby clinics) und Crippled Children 
Services (diagnosis and treatment). In the early 1960's, there 
was an expansion of heallth services for children at the federal 
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level. As an effort to bring about ooordination of these various 
resulting health services f federal provisions for EPSDT called 
for the Title XIX (Medicaid) agency in each state to enter into 
agreements with the Title V agency (Maternal and Child Health, 
usually the Health Department) so that such agencies might be 
providers of services to be reimbursed through Title XIX. The 
eighteen-month delay before regulations v;ere written and distributed by 
HEW for implementation of the EPSDT program has been attributed to 
the resistance by the states to providing the extensive screening 
and subsequent diagnosis and treatment called for because of their 
cost * 

Regulations currently in effect were issued by the Social and 
Rehabilitation Services (SRS) , the administering unit in HEW 
for EPSDT^ in November 1971 to be effective February 1972, 
These extended the date for full implementation of the EPSDT 
program and allowed the states to initiate these services by 
apportioning the children to be served on the basis of age* The 
age group to be served first was to include children ages 0-6, with 
services gradually expanded to include all youth up to age 21 by 
July 1, 1973* 



EKLC 



33 



-31- 



Because o£ increasing public concern about the delay in imple- 
menting EPSDT, Congress passed further amendments calling for 
penalties against any state (1% of the federal share of AFDC 
for each quarter of non-compliance) which did not provide for 
full implementation of the program by the specified time period. 

B. DESCRXPTIOli OF MEDICAID/EPSDT 

Because EPSDT is an integral part of Medicaid^ the rules and 
regulations that pertain to the administration of that medical 
assistance program are applicable to EPSDT as well. Medicaid 
can be described as a federal^state financed, state administered 
program with the federal contribution varying from 50% to 83% 
of cost^ depending upon the provisions of an individual state 
plan a Medicaid (and EPSDT) is usually administered on the state 
level by the public welfare department under the single state 
agency rule of the Social Security provisions p 

The federal guidelines for the program are broad and general and 
only certain basic services are mandated. Thus, states have wide 
latitude in defining the scope and nature of the services to be 
provided within their area. Rather than being viewed as one 
uniform national program, Medicaid and EPSDT can best be described 
as programs which are administered on the basis of 49 separate 
state plans which resemble each other only in their basic minimum 
requirements. (The state of Arizona does not participate in the 
Medicaid program.) 
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Individual state plans provide varying definitions for Medicaid 
and EPSDT services in several areas, 

1. Eligibility level : All states must serve the categorically 
needy as defined by federal regulations but the state has 
the option of setting definitions for serving the medically 
indigent^ i.e., those low-^income families who are not public 
assistance recipients, 

2. Provider status i The state can establish criteria for 
awarding vendor status to providers of medical services 
and thus restrict the category of persons or groups to 

be reimbursed for services rendered to the medically needy. 
In some states^ only licensed private physicians are 
reimbursed; while in others/ services rendered by neighbors- 
hood clinics or nurse clinicians are reimbursable also.* 

3. Benefit structure : Beyond the minimum services required 
by regulation, the states have the option of determining 
additional benefits^ if any, to be offered to Medicaid 
recipients* These benefits can be limited by utilization 
controls* For example/ California Medicaid recipients are 
permitted two physician visits per month (except for EPSDT 
services) * 



*The Health Liaison Specialist from the American Academy of Pediatrics 
could be helpful as a potential source in advocating for particular 
types of medical providers to be selected i 
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4. RQlmbursoment ratesi States determine tha rat© at 
which providers are reimbursed for serviceB rendered* 
Reimbursement methods range from payment for ''reaBonable 
cost'* to a flat rate for specific services which bears 
little relationship to the cost of providing the same 
servicQ in the private sector. 

5, Billing and collection pr ocedures : Billing and 
collection procedures also vary from state to state 
and may affect the submission of bills and the Cre^ 
quency and rapidity of payment to providers. For 
instance^ in many states ^ there is a lag of aeveral 
months between the time a service is rendered and 
payment is received by the provider* This factor 
together with low reimbursement rates tend to reduce 
the number of providers participating in the Medicaid 
program. 
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Impact Upon the Delivery of EPSDT 



The problems that have been identified in the administration of 
Medicaid^ both in the provision and definition of services as 
well as the overall management^ have immediate impact upon the 
scope and nature of the EPSDT program and create barriers for 
its effective implementation. 

Federal regulations for EPSDT designate the state Medicaid 
agency (public welfare unit) as responsible for providing or 
obtaining health services for EPSDT-eligible children* This 
responsibility includes such supportive services as outreach 
(locating and informing families with eligible children about 
the program) and recruitment of both consumers and providers 
of EPSDT services. In most inBtances^ the emphasis in program 
implementation has primarily been upon screening ^ reflecting 
the major new service mandated through the authorization of the 
EPSDT program. 

Because the availability of providers and conmunity health 
resources is uneven around the U*S., the development of 
a linkage system whereby eligible children can be routinely 
referred for a whole range of EPSDT services has created a 
major problem for planning and administration. Moreover # state 
welfare agencies do not perceive that they have a primary role 
in the delivery of health services^ since most find their time 
consumed in the administration of public assistance and social 

Q services. 
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Several questions can be posed regarding the viability of 
broad screening programs within the context of comprehensive 
health care» Health profeBsionalB differ among themselves 
regarding the type of preventive services and screening tech-- 
niques in relationship to diagnosis and treatment that should 
be universally available* Moreover , the frequency with which such 
services should be provided is open to professional judgment. 
For instance^ Dr. Frederick North/ a pediatrician^ pointed out 
that there is a 301 loss between referral and appointments kept 
whan screening is rendered separately from the other medical 
services* Others believe that screening is a convenient way 
of sorting out individuals who have some likelihood of pathology 

* it -4 

in a given area. 

Therefore, the problems of implementing the EPSDT at the state 
and local levels may reflect the lack of consensus-public and 
professional — regarding the construction of a health care system 
as well as certain inadequacies in that system as now operated 
throughout the U,S. The General Accounting Office, in its 
Janaury 1975 report on EPSDT*, cited several factors impeding 



^ Improvements Needed to Speed Implementation of Medicaid's Early 
and Periodic Screening, t Diagnosis and Treatment Program. Comp^ 
troller General of the United States, DHEW, Social and Rehabilitation 
Services, Washington, D,C., Januray 9, 1975. 
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the programs inadequate outreach techniques i lack of utilization 
of allied health profeasionals ^ inadequate procedures for period 
updating of screenings and inadequate follow-up mechanisins, 
again inflecting the lack of comprehensive approaches to health 
care as well as a failure to fully adhere to federal standards. 

Even if EPSDT ware fully implemented these Bervicee would only 
reach about one half of the nation's 25 million children in low'- 
income families. (There are 13 million Medicaid eligible children 
nationally/ according to the House Subcommittee report*) Most of th 
children eligible for EPSDT are beyond the reach of the health 
dare system because of its emphasis upon crisis or emergency carei* 
Yet it is these children who have the highest incidence of correct-^ 
ible medical problems.** The basic challenge of EPSDT, therefore^ 
is to trigger changes in health care delivery for children as 
a first step toward evolving a truly comprehensive health program* 

Head Start is a national demonstration program to provide compre-^ 
hensive developmental services to low^income pre--sGhool children, 
and in its ten years' existence it has become preeminently identi- 
fied as an effective model for the delivery of integrated human 



*ABC News Closeup on Children i A Case of Neglect* Transcript 



of Broadcast over the ABC Television Network, July 17, 1974, 
** lbid . 
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services . 



Since its inception, Head Start program goals have 



stressed an interdiaciplinary approach to child development 
in order to aasure that the various services, staff functions, 
and skills needed to enhance the social functioning of the child 
and his family might be available. Head Start was originally 
conceived in 1964 within the context of a community action strategy** 
The intent at the time was to demonstrate the efficacy of inter* 
vention into the life of the "disadvantaged child" through a host 
of education, health and nutrition^ and social services arrayed 
with the parent and community as partners in the service delivery 
process. 

The Office of Child Development/DHEW, now the administering unit 
for Head Start, has reinforced the program's priority goal of 
achieving social competency among low^income, preschool children 



through the issuance of performance standards. These standards, 
revised as of July, 1975, set forth the goals and objectives of 
four components — Education, Social Services ^ Parent Involvement, 
and Health^-which must be part of each Head Start program,** 

*Head Start was an integral part of the Economic Opportunity Act 
of 1964* Its most recent enabling legislation is the Head Start, 
Economic Opportunity and Community Partner Act of 1974. 

**A full discussion of the Head Start Program Performance Standards 
is presented later in this report. 
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Head Start now providas services to 350,000 ehildren nationally, 
80% on an annual basis, through an annual authorisation of apprbxi 
mately $400 million. 

Head Start has achieved notable success in meeting specific 
goals to improve the health and nutritional status of its 
enrollees. The New York Times , in an article dated June 8, 1975 
waa laudatory in its praise of Head Start efforts to provide 
standardized health care to preschool children in low^income 
communities* As of 1973, Head Start has also been viewed 
as an appropriate conununity service to recruit and provide 
services to handiaapped children because of its intensive 
outreach and integrated services approach. 
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III, GENESIS OF THE COLLABORATION BETWEEN HEAD START AND 
MEDICAID/EPSDT 



In Decamber 1973^ the Office of Child Development (OCD) and 
the Medical Services Administration (MSA)* jointly announced 
a collaboration between the Head Start and EPSDT programs. 
The rationale for this move was recognition thatt 



the goal and objectives of the health services 
Oomponents of Head Start and Medicaid/EPSDT are 
mutual^ since both focus on prevention, identifi- 
cation and treatment of illnesSf and linkage of the 
child and family to an ongoing health system.** 



This common frame of reference could serve as a catalyst to 
generate a wide range of local collaboration and cooperation 
betwaen the two programs that would help to strengthen Head 
Start health components and also assist state and local agencies 
in administering EPSDT programs. 



The strategy of the collaborative effort was to utilize local 
Head Start programs as a mechanism for making EPSDT services 
available to Medicaid eligible children 0^6 years* 



*The division with the Social and Rehabilitation Service Unit 
directly responsible for Medicaid and EPSDT* 

**Memorandum dated December 12, 1972 from Howard Newman, 

Commissioner, Medical Service Administration and Saul Rosoff , 
Acting Director, office of Child Development to the Social 
Rehabilitation Service. 



The plan called for Head Start to refer potentially eligible 
children to Medicaid for certification* In turn^ Medicaid 
would supply EPSDT services in accordance with the state Medi^ 
caid/EPSDT plan. Any additional health services for Head Start 
children not covered by the state Medicaid plan but required by 
the Head Start Perforinance Standards would be paid for by local Head 
Start programs.. The Head Start projects approved for participation 
in the collaborative effort would assist the Medicaid/EPSDT agency 
by providing health^related support services^ including case findings 
transportation/ public information, referral and follow--up services* 

The Head Start projects were also assured that eligible children ^ 
would receive the EPSDT services to which they are entitled* In 
addition, the collaboration effort called for projects to provide 
services to non-Head Start children, including siblings of Head 
Start enrollees. 

Technical assistance was to be provided as part of a national 
contract with the American Academy of Pediatrics (AAP) which 
would supply health liaison specialists. The specialists were 
to assist the local Head Start project in making collaborative 
arrangements with Medicaid agencies. They were to also provide 
orientation and training sessions for the Head Start health 
serviGes coordinators and assist them in planning and implement- 
ing the demonstration program. 
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On Dacember 18, 1973, the Office o£ Child Devalopment issued 
specific guidelinea for the collaboration effort. These 
included 5 



The Gollaborative program to be established as 
a demonstration effort for ona year/ with the 
possibility of continuing a segond year. 

Staff already employed by Head Start programs in 
local areas to perform the core activities of the 
demonstration effort * 

Supplemental grants to be made available to, hire 
additional staff or increase working hours of 
staff already on board* 

The health services coordinators in the Head Start 
program to be responsible for implementing the 
collaboration as well as directing and coordinate 
ing all health services ^ such as: 

informing families about EPSDT services 

arranging for transportation 

- , aiding families in establishing Medicaid 
eligibility 

assisting in securing medical appointments 

maintaining individual health records to 
assist in tracking the provision of care 

arranging for follow-up and referral. 

The health services coordinator to serve as liaison 
to the child and family , the public welfare and 
health officials and local health providers. 

The Head Start programs selected for the demonstration 
to provide health^related support services for Head Start 
and non^Head Start children recruited for participation 
in the EPSDT Collaborative Effort. 



44 



The criteria used by OCD to select grantees for the collaborative 
effort included 1 willingness to participate in the collaboration i 
ability to implement health services for children; the state 
Medicaid agency support of the Gollaboration; the project's 
ability and willingness to enroll and serve all Medicaid eligible 
Head Start children* For those projects serving non^-Head Start 
Medicaid eligible children^ it would be necessary to identify a 
significant number of children in the target area who were age 
0-6. Priority was to be given to programs able to enroll in 
Medicaid/EPSDT the maximum number of Head Start children who 
were not presently served by Medicaid , A second^ but important ^ 
priority consideration was given to the ability to enroll in 
Medicaid/EPSDT substantial numbers of non^Head Start children who 
were not covered by Medicaid. 

Study Methodology 

In May 1974 # the Office of Child Development announced its plans 

to provide for an evaluation of the Head Start/EPSDT Collaborative 

Effort. The purpose of the evaluation ^ according to OCD, was to 

assess the extent to which the collaborative effort had been 

successful in achieving its goals and objectives by documenting 

the outcomes of the demonstration program. Boone, Young & Associates, 

Inc., was awarded the contract for the study in June 1974 • 
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Project SeleGtlon 

Thirty projects were selected from the 198 demonstration sites 
funded for the Head Start/EPSDT Collaboration Effort for in- 
depth examination and analysis. The sites were chosen within 
designated target states. Examination of the 198 projects 
revealed few similarities among the projects because of the 
highly diversified nature of these programs. 

The following criteria were agreed upon as the basis for selec-- 
tion of the thirty projects: 

identification of institutional barriers 
to the implementation of EPSDT 

programmatic aspects of delivery of health 
care to children 

rural/urban characteristics 

program size 

program sponsorship 

geographic dispersion within the state, 

A profile of the projects selected for an In^depth analysis can 
be found in Appendix A. 
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Ona/to two-day visits were made to 24 selected projects* The 




partioular issues surrounding the implementation of the Head 



Start/EPSDT Collaborative Effort; for example^ start-up activity/ 
provider arrangements ^ and relationships with local Medicaid 
agencies. 

Data Collection Instruments and Recordkeeping System 

A sat of data collection forms designed for the study served two 
purposes: 1) to obtain information necessary to the evaluation; 
2) to support local projects' recordkaaping activities/ particularly 
as related to the health component and the collaboration between 
Head Start and state and local agencies administering EPSDT. The 
forms are summarizad in Appendix Br and copies of the forms are 
contained in the Interim Report* 

Collected data were transferred to disks, permanent intake files 
were created ^ incorrect information was sorted out, and a corrected 
print-out was obtained. Along the line? ra-^coding was dona when 
necessary, and respondents were contacted to verify questionable 
or incorrect information. A sample print-^out is included in the 
Interim Report, along with detailed tables. 
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IV, ORGANIZATION AND OPERATION OF EPSDT 

The Head Start/EPSDT Collaborative Effort was designed to show 
that Head Start could be effective in increasing the number of 
low-^income, pre^school childrsn receiving EPSDT* Those Head ' 
Start projects selected to be demonstration programs modified 
their operations and organization to include adminiatering the 
collaborative effort* The experiences of the Head Start proj*- 
acts in the collaborative effort yielded detailed information 
on management, staffing, planning, supportive services, and 
health service arrangements* 

Administration 

Most Head Start projects complied with the OCD mandate to 
appoint a health services coordinator to be responsible for 
the administration and coordination of the collaborative ef-- 
fort. The Head Start projects did not act with any uniformity 
in the carrying out of their responsibilities. Some elected 
to increase the salaries and work schedules of their health 
service coordinators with funds from supplemental grants, while 
others used their monies to appoint new staff, perhaps hiring 
a special EPSDT coordinator. The majority of the coordinators 
completed high school, and many were nurses or college graduates. 
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The OCD guidelines delineate such responsibilities of the 
coordinators asi , 

informing families about EPSDT services 

• arranging for transportation 

aiding families in establishing Medicaid 
eligibility 

assisting in securing medical appointanents 

maintaining individual health records to 
assist in tracking the provision of care 

arranging for follow-up and referral 

, training of staff members. 

Before tackling the problems of day to day operation, the co- 
ordinator must sufficiently acquaint Head Start staff r public 
service agencies # community health care personnel, and families 
with the collaborative effort so that the administration can 
proceed smoothly. Clearly , the effectiveness of the collabora- 
tive effort depends significantly on the competence and back- 
ground of the coordinator* During on-site visits, individual 
projects stated the need for qualified coordinators i and the 
successful provision of services to children bears them out? 
88% of children served were in projects with coordinators who 
had prior Head Start experience i 77% of children served were 
in projects with coordinators who had prior health care eKperience 
and 70% of children served were in projects which had coordint • 
tors working full rather than part time. On a negative, but \ 
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equally illminating note, one project lost its coordinator 
and did not secure a replacement for two months* During that 
interim period, the collaborative effort drew to a virtual halt. 

In light of the above aonsiderationsr certain policy aonsidera- 
tions become evident: 

Proper training of Head Start staff is vital 
to the success of the collaborative effort. 

Head Start personnel should combine EPSDT 
activities with regular duties* 

* Coordinators should have health related backgrounds 
and specific knowledge of Head Start and iPSDT* 

. Coordinators should work actively and full-- 
time and should include the orientation and 
training of staff members and outaidera in 
their activities. 

Before the coordinator can administer effectively/ he must be 
fully familiar with EPSDT. Unfortunately, the first year 
coordinators were largely unaware of such fundamentals . as the 
eligibility requirements , procedures for Medicaid certification, 
and services available through state EPSDT • Whatever information 
was available to the coordinators was most easily obtained from 
the state agencies; however, these agencies did not provide the 
ongoing support and material to sufficiently help the oollabora'- 
tive effort. A second potential source of information was the 
health liaison specialist. However, many of the projects 
indicated that the specialist was not available, and that abseuce 
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Of a speGialist was detrimental in that vital technical 
asaiatance could not be obtained. Until they receive adequate 
infor mation from governmental agencies y Head Start projects 
will continue to be intuitive and general in their adaptation 
of the CQllaborative effort^ often relying on their own re-- 
sources and past health practices* 

Although the demonstration projects submitted work plans , they 
did not necessarily keep to the specifics they had proposed. 
The Head Start projects often encountered difficulties such as: 

the amount of supplemental grants did not 
meet initial requests 

^ , the responsibility of the projects to non- 

Head Start children was not clearly delineated 

estimates of time and effort that would be 
involved were unrealistic 

the OCD administrative requirements were 
often overwhelming i 

Within such a framework, realistic planning for implementing the 
program was virtually imposaible. Because a result of the situa 
tion was a proliferation of resource allocation problems within 
the demons tration projects, Head Start projects might be given 
more technical support^ dp^developing,^ thgir eKisting cayabi l- 
ities . Moreover r OCP might wish to initiate a systematic plan 
incluaing clarification of objectives and strategies for 
planning > 

51 



Like any new undertaking^ the Head Start/EPSDT Collaborative 
Effort staff had to undergo a period of adjustment and of 
consideration of new modes of aGtivityp Among the difficulties 
faced by Head Start staff in implementing new arrangements for 
health services were the resistance of general praotitioners 
to overloading of their schedules and the administrative burdens 
of detailed screening^ problems with monetary r eimbur semen t^ 
and inequitable distribution of health care serviceB* Thus^ in 
arranging for the provision of health services , Head Start proj-^ 
ects tended to rely on proven resources , This understandable 
tendency limited the expansion of services so that^ for example, 
while the. projects provided significant nutritional services 
and screening for their own children # they did not provide as 
fully for the non-Head Start children. 

Supportive Services 

Although the collaborative effort suffered because of insuf-- 
f icient government support and confusion within the individual 
projects, there were positive results in the provision of sup-- 
portive services to non-Head Start children. Often, Head Start 
was the sole provider of such services as tracking, verification # 
and recordkeeping. Public agencies, with regard to non-Head 
Start children, concentrated on follow-up of children already in 
the program rather than on recruitment of new participants. 
Voluntary agencies contributed only negligibly to the effort, 
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often because of their lack of resourcas. That volunteers 
could be incorporated into the effort was demonstrated by one 
or two projects who solicited them; one project^ for example^ 
utilized the local university students and another used VISTA 
workers. 

Soma Head Start projects did constructively interpret the 
intention of the collaborative effort with regard to non--Head 
Start children^ but in the great majority of cases, the overall 
scope of supportive services for these children could be broadened 
toward which end Head Start staff can develop productive working 
relationships with both public and voluntary agencies > The local 
welfare office, for example, might work closely with Head Start 
to avoid duplication of effort, to expedite certification, and 
to facilitate the deployment of supportive services* Moreover ^ 
Head Start might tap the voluntary agencies for assistance in 
such service areas as volunteer babysitting* 

Outreach 



Essential to the success of the collaborative effort is the 
enrollment of non-Head Start children in EPSDT, and the outreach 
efforts in this regard were moderately successful. Two of the 
demonstration projects did not reach any non-Head Start children, 
the Fort Peck project^-because the local welfare agency refuse 
to supply a list of Medicaid siblings — -and the Danville proj<sc v;---^ 
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because they decided they had neither the time nor the resources 
for recruitment • Those projects that did engage in outreach 
generally focused on siblings} this goal of reaching siblings 
was determined by practicality. Applications of Head Start 
children could be used to identify non-Head Start siblings whose 
parents were probably amentia to enrollinent of the sibling 
because the Head Start child was already receiving services/ 
Head Start projects that did not concentrate on siblings used 
such documents as the local welfare census to obtain names of 
potential EPSDT enrollees. 

Many projects facilitated their outreach efforts by seeking to 
enroll previously Medicaid certified, non-^Head Start children 
in EPSDT. Unfortunately^ Head Start projects were less success- 
ful in getting their own children Medicaid certified. This 
difficulty emphasizes the negative effect of the discrepancies 
in eligibility requirements for Head Start and Medicaid, 

To alleviate this difficulty. Head Start enrollment could 
become the basie for automatic Medicaid certification . Should 
Head Start/Medicaid eligibility become simultaneous, the EPSDT 
would be more effective, and the Head Start projects would be 
more likely to be reimbursed, if their services are covered by 
the state plan. 

Once the names of potential enrollees are obtained. Head Start 
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sta££ must employ outreach methods to actually recruit non- 
Head Start children • The most e££mctivQ outreach was accoin- 
plished by the Parent InTOlv^enient Compoiient, The staffs the 
'parents, and conununity people who compriae this Gomponent have 
eKperiential knowledge of the structures amd psyghology o£ the 
familiaB off poteiitial enrollees and are thereby in the best 
position to be aiAccesslul recruiters t It shovld be reoognl^ad 
that any parent inv^oLvement is the most elcquent statement Iri 
support of EPSDTi and that v^herever possible, especially in 
light of adult mistrust of governnient agencies^ Parent Iryolv-e -- 
ment Component activity ih ould be e ncour a ged and strengthanad , 

Other outreach methods employed were lasa successful ^ with door 
to-*door canvassing the most effective aftex Parent Involvemerit 
Component activity. Other potential methods; mass media, com- 
munity^ organizations^ telephone^ etc , r tanded to be used less 
frequehtly. Bilingual approaches fell intc the overall pattern 
discussed above with even less frequent use of non-personal 
contact methods. 

Follow-up 

The iticcess of the IPSDT program is largely dependent upon 
follo%^-up which includes tracking (relating services received 
to requirements) and verification (insuring that the required 
services are received by the child) . As might be predicted ^ 
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services to Head Start chlldrexi v/ere tracked and y-erified more 
GoydpLetel^ than those to non-Head Start children , A reason for 
this is that Head Start is the responsible agency for its own, 
while it often shared responsibility for non-Head Start children 
with public agencies. On-^site observers rated tracking good 
to ekcellent for Head Start children in approKimately 80% of 
the projects # but these observers rated tracking good to excel-- 
lent for non-^Head Start children in approximately 40% of the 
prcjacts. Not surprisingly^ similar observations were made with 
regard to verification of Head Start and non--Head Start children. 

In the area of reaordkeeping, Head Start children agairi have a 
better showing, Although OCD guideliiies specified that indi- 
vidual records be maintained for all children^ Head Start main^ 
tainad more extensive records for its own children. Mnong the 
reasons given in questionnaire responses for inadequate record- 
keeping is an aversion to paperwork/ especially when it is 
added to staff members' regular duties and when the staff mm-- 
bers are given neither specific recordkeeping training nor ef^ 
ficient forms* 

The Head Start/EPSDT Collaborative Effort was initiated to 
demonstrate that more Medicaid certified children would receive 
EPSDT benefits through Head Start recruiting and administrative 
activities* Unfortunately^ Head Start efforts at securing 
certifica tion for participating children, especially for new% ■ 

E^',,_ . , ... _ 56. , ■ ■ ' M 
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non-Head Start children y were very minimally ef£ectiye ; averaging 
6% for the non-Head Start children and 31% for Head Start children. 
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V, CHARACTERISTICS AND PREVIOUS CARE STATUS OF PARTICIPANTS 
IN THE HEAD START/EPSDT COLLABORATIVE EFFORT 

A, CHILDREN PARTICIPATING IN THE COLLABORATIVE EFFORT 

Nationally^ the Head Start projects pro\rided services during 
the year to 74% of the planned service population; the selected 
projects showed a similar pattern as they reached 72% of their 
planiied population There was a national turnover or drop-out 
of approKimately 9^791 or 19% of the total children served,, 
regardless of enrollment status. With regard to non--Head Start 
children I the pattern probably indicated that many projects 
failed to track this particular group through all aspects of 
screening^ diagnoBisi and treatnient* 

In reporting participation during the year, several selected 
projects reported more service to non-Head Start children than 
planned. However, in all cases, cornparable numbers of intake 
forms were not submitted. And in one case—Worcester—service 
to non-Head Start children consisted of simply informing the 
Head Start parent, at hoi;.a interviews, that siblings were also 
eligible for BPSDT. This project did not complete intake forms 
or identify siblings of non-Head Start children who participated 
at intake, nor did it attempt to insure linkage or follow-up for 
the non-Head Start child. Medford reported sarving 1,650 non-* 

*The material herein was based on the eKperiences of 120 projects 
.and 18 selected projects which submitted Intake and End-of-the- 
Year Status forms. 
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Head Start children but only submitted 45 intake forma for this 
group . 



Discussion on Participation 



The variations noted in estimation and service totals for parti-* 
eipating children are explained as follows s 



The projects did not receive clear instructions 
from their respective * regional offices as to the 
priorities and objectives of the collaborative 
effort* 

Many projects saw their function as provicaing 
public information rather than providing or 
arranging for direct services^ which required 
additional manpower* Paterson^ New *Jers€y is 
an example of a project with a large planned 
goal — nearly 5^000—which redefined its respon- 
sibility for service and submitted intake forms 
on only 152 children* 

, The perception of the project staff prior ex- 
periences in preparing grant applications and 
proposals may have influenced the way they 
estimated for planned participation* However^ 
the estimates do not seem to have been an 
important factor in funding for the collabora- 
tive effort. Some projects presented low out-- 
reach estimates of service (10-50 children^ 
for example) and still received funding from 
OCD, 

Weaknesses in some of the grant applications 
is another factor. Many projects reported that 
they were prepared hastily. Some pro j eats defined 
clearly how their estimates were obtained—from 
census information^ welfare rates^ etc^-^and 
carefully detailed their outreach strategies, but 
many proposals gave no rationale for how the ser* 
vice estimate was determined* In many cases # it 
appeared that projects either misunderstood their 
roles or failed to understand what the planned 
service entailed. 
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The service estimates for Head Start 
children were more realistic than for the 
non^Head Start population.* This pattern 
is logical because most projects simply 
reported their funding lev^el. However ^ 
many projects had difficulty in making 
asseasments of the number of non-Head Start 
children in need of serviae* Many proposals 
limited planned service to siblings s Others 
gave estimates of the number of children on 
welfare in the community but did not appear 
to have plans to serve or reach all these 
children. 



Although conservative estimates of participation were most likely 
to be achieved^ underestimaters should not necessarily be con-? 
sidered more effective in meeting their more limited goals* 



It is Interesting to note that of the 38^417 children who had 
completed intake ^ only 15% were non-^Head Start, and 50% of 
these ware siblings. The high incidence of siblings reflacts 
a general policy to recruit non-Head Start children from Head 
Start applications* The vast majority of all non-Head Start 
children were Medicaid certified. 



*dnly Regions I /II/ and V, with higher concentrations of urban 
populations / had planned to serve more non-Head Start than 
Head Start children. Perhaps the greater number of low--incoro 
Head Start eligible families and the tendency of urban proves is 
to utilize corranunity resouroes accounts for this phenoinena* n 
regions where few outside reaotarces were available/ service 
eBtimates tended to be more modest* 
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B. MEDICAID STATUS OF PARTICIPATING CHILDREN 



Although only 351 of children served during the first year of 
the Qollaborative effort were reported as Medicaid eligible , 
49% were eligible by the end of the year. At intake^ 37% of 
the Head Start children and 35% of the non'-Head Start were 
Medicaid eligible^ 37% and 84%^ respectively, were eligible by 
the year's end. 



Regional variation of the percentage of Medicaid eligible chil 
dren coinpared to participation during the year and at intake 
might be attributed to: 



Differences between the national poverty 
guidelines which establish the eligibility 
income levels for participation in Head 
Start and the state Madieaid eligibility 
standards , 

Differnnces in definition of the categori- 
cally and medically needy. This variation 
in state Medicaid plans may be reflected 
here. 

Differences among programs in recruiting 
policies to enroll Medicaid eligible 
children; some accepted any child within 
the poverty guidelines or the 10% addition 
into their programs; others did not. 



Medicaid Status Cumulative/End of Year 



The probability that Medicaid eligibility was a highly unstab; 
status and the turnover rate within the individual projects 
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probably accountQd for the decrease in the number of Medicaid 
eligible children by the year's and. Changes in eligibility 
status disrupted the smooth delivery of services. For instance^ 
a child classified as eligible for EPSDT and referred for screen-- 
ing might beconie ineligible by the time of treatment. Clearly, 
not all potentially eligible children ware finally certified. 

EKcept in Region IV, the number of children classified as un^ 
known decreased during the year while the number of non-eligibles 
increased* This trend suggests a major effort by the projeota 
to determine Medicaid status* 

C. MEDICAID CERTIFICATION STATUS OF PARTICIPANTS 

Certification differed from eligibility in that it referred only 
to those children actually enrolled in Medicaid, not to those 
potentially eligible? only 88% of the Medicaid eligible were in 
fact certified during the program year. 

Variation at the regional level with respect to the relation of 
certification to eligibility in the Head Start and non-Head Start 
populations may have reflected either differences among projects 
in their eligibility screening and certification procedure or 
their knowledge of the state Medicaid eligibility requirements* 
Some projects may have reported as Medicaid eligible only thO0 ^ 

children certified at the time of intake i whereas others might 

/I, 
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have reported all uncertifiedi children believed to be eligible 
but later found to be Ineligible. Additionally^ the idiosyn'- 
cracies of certification procedureB moat likely hampered and 
complicated certification and may have discouraged potentially 
eligible children from applying for Medicaid , Head Start involve^ 
ment in certification aid ranged from staff members providing in- 
formation and arranging transportation to staff members making 
personal appaarances, aaoisting in preparation of documents^, and 
setting up appointments. 

An analysiB of Certification and Total Participation data show 
that 49% of all children participating in the collaboration 
were Medicaid certified. At the regional level, the percentage 
of cumulative certification to total participation ranged from 
24% (Region VI) to 771 (Region X). 

A comparison of Medipaid certification status prior to intake and 
Medicaid eligibility at intake revealed that 92% of all eligible 
children had had prior certification (91% in the selected proj- 
ects and 921 in all other projects). Ninety-seven percent of 
eligible Head Start children had bean certified prior to entering 
the prograrri* Both patterns held across all regions. 

Of all children remaining in the program or in contact with the 
program at the end of the year^ 44% were Medicaid oertified. 
Regional variation ranged from a certification rate of 19% in 
Region VI to 72% in Region X* For the Head Start population # 
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the range was from 16% to 62%, This variation might have re- 
flected individual service patterns regarding Medicaid eligible 
children served by the Head Start projects. 

Of the non--Head Start children certified prior to th© program, 
over 50% (2^658 out of 4|541) were siblings of Head Start en- 
rollees. For the selected projects, the proportion of non-Head 
Start children who were siblings of Head Start enroll^es in- 
creased to 71%* Notable differences existed in Regions I| III 
and IMPD projects where the greater proportion of non^Head Start 
children consisted of non-siblingB , 

D. PREVIOUS HEALTH CARE i SCREENING OF HPAD START PARTICIPANTS 

A contrast of previous health care (both screening and treat- 
ment) received by both Head Start and non-Head Start children 
with health care received during the program year measures the 
impact of the collaborative effort. The data for previous 
health oare^ collected from intake forms completed by the proj- 
ects is necessarily related to the parental ability to recall 

the child's health care history* 

On the national level, 2 2% of the Head Start children had been 
enrolled previously in Head Start. The largest number of chil- 
dren carried over from the previous year occurred in the IMPD 
projectSf where over one out of three Head Start children had 
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been enrolled in Head Start previously. 

The importance of prior Head Start enrollment lies in Head Start 
responsibility under the Head Start Program PerformanC'e Standards 
to provide health ecreening for all its enrollees. That Head 
Start was an effective health services provider was demonstrated 
by the higher level of screening among previously enrolled H^ad 
Start children. Nationally, 92% of the previously eniroll^d 
children had received screening as compared to 63% off rion^pr^*' 
viously enrolled who had been ecreenedi the selected project 
percentages were 79% and 451 respectively* The IMPD projects 
were the principal deviantd/ with respective figures at 56% and 
52%. 

Contrary to expectation^ Medicaid certification (41% of Head 
Start children participating in the collaborative efffortj did 
not strongly influence the receipt of screening sarviaiss* 
Nationally I 71% of the Medicaid certified and 701 c£ tha non^ 
Medicaid certified received screening* In the seleated projects 
the majority of previously enrolled Head Start children had .been 
aereened prior to intake, although there was marked deviatioii 
in the individual projects, from only 20% in Lubbock to 100% 
in five projects. 
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E. PREVIOUS HEALTH CAREi TREMMENT RECEIVED 
BV: HEAD START PAHTICIPANTS 



A profile of treatment {medical, dental, mental health, and 
nutritional) received by Head Start children during the year 
prior to enrollment through tht collaborative effort yielded 
thp following inf ormation i 



1 . Medical Services 

In the national Head Start sample, 3,500 (10% of the 
participating population) received medical traatmant 
in the year prior to enrollment. The selected proj- 
ecte had a consistent shwingt Throughout the 
regions, however, percentages ranged from 8% to 28%* 
Similarly, the individual selected projects displayed 
significant discrepancies^ few or no children in 
Tom's River, Lubbock, and Fort Peck and 46 of 132 
children in Medford* 

Whereas nationally, Medicaid certification status 
played no significant rol^ in the receipt of medical 
care, Medicaid certified md eligible children in the 
selected projectB received more treatment than those 
classified as other. How ver, one factor that ma 
account for th^ impact oSalassification both in the 
selected projects and in the regions which had dif-- 
ferent patterns is that State Medicaid plana dif fared 
in the availability of treatment services. These 
differences would govern the receipt of services by 
the Medicaid certified. 

2 , Dental Services 

Nationally, approKimately one out of three and in the 
selected projects, approximately one out of four re- 
ceived prior dental screening/ treatment. Region Vlll 
recorded a high at 58% an^ Regions I and V a low at 
23%. A similar range occurred in the selected proj-- 
ectss 118 out of 119 in Springfield and 2 out of 
231 in Lubbock. Purtheri nationally those classifiad 
as. Other Medicaid status received more dental care 
than the Medicaid certified and eligible but not certifi^ t. 
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3* Mental Health 

Only 61 of participants/ nationwide^ received 
mental health services i Region I had the lowest 
percentage— 21— and the IMPD projects had the 
highest— 22%. Interestingly, the average rate 
in the selected IMPD projects was only 1%^ 
perhaps reflecting the lack of resources in these 
areas. For the selected projects as a whole, the 
rate of mental health services prior to EPSDT 
participation was 50%, with a variation of from 
no children in three projects to all children in 
Springfield, 

Once again. Medicaid status had no effect nation-- 
wide in that the other or unknown status had a 
slightly higher showing than the aligible and 
certified* 

4# Nutritional Services 

Nutritional services were received by only 3% of 
the Head Start children n^iortallyr and 1% in the 
selected projects. The IMPD regional data showed 
24% but the IMPD selected projects showed a less 
frequent receipt of servioes (in eKplanation, two 
of the three selected IMPD projects are in Muntana 
which has no provision for nutritional services in 
its state plan) * 



P. PREVIOUS HEALTH CARE STATUS OF NON-HEAD START CHILDREN 



Data from the projects concerning non-Head Start childran re 
vealed the following: 



1* Screening 

73% of the national total of 6,002 non-Head Start 
participants were Medicaid certified and 66% were 
siblings. Of these, 59% were screened prior to 
participation. In the selected projects, 82% of 
the non-^Head Start children were certified and 
75% siblings F all the non-certified were siblings. 
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of the total r 48% were sc-feened prior to en- 
rollment^ 901 of whom ware certified and over 
half of whom were siblings. Only 75%^ by com-^ 
parison^ of those screened nationally were 
certif ied. 



,2 i Medical Treatment 

One in five non*-Head Start children were treated 
prior to participation^ 80% of whom were Medi- 
caid certified and over half of whom were siblings * 
The selected projects had lower figures^ with 8% 
treated; Medford had the highest perGentage with 
49%. 



3 * Dental Services 



compared to the one out of three Head Start 
children who received dental services^ one out of 
five non-Head Start children ^ nationally, received 
dental services as did one out of four in the 
selected projacta. The major ityr both nationally 
and in the selected projects were Medicaid certi-- 
fied* The overwhelming majority in the selected 
projects were siblings (eKoept for Baltimore 
where no non-Head Start children in this category 
were siblings) and about half across the nation 
were .siblings. 



4 * Mental Hea],th Se .tv;i&ga 

Nationally, whereas 6% of the Head Start populaticn 
received mental health services , only 3% of the non 
head Start children all into this category (the 
IMPD projects, howr ^r, indicated 11%) . The 
selected projects Jiared better with 7ii the high 
incidence of Medicaid certification in the selected 
projects (56 of 58) may have been a relevant factor 
Further, 55 of the 58 ware from Paterson and 
nearly all were siblings as well as certified* 
Across the regions, nearly all non-Head Start 
children were Medicaid certified and most were 
siblings. In contrast, Medioaid certification 
played little role for Head Start children. 
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5, Kfutritional Services 

Nationally^ 41 of the nori-Head Start partlci-- 
pants reaelvBd pxxox nutritional services,* 
more than 75% were classified Medieaifl certi^ 
flied or eligible, and most were siblings. In 
the selected projects, Paterson again accoiinted 
£or the bulk o£ the children receiving aerviaes 
(54 of 56) , As mth mental healthy nearly all 
of these children v/ere certified and aiblings* 
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VI. INDICATORS OF EPSDT PERFORmNCl 
Introdaction 

A significant task for this evaluation study was to ascertain 
the ef f eativeness of tha Head Start proliacts in obtaining EPSDT 
reimbursable aar'vicas for Medicaid certified children — both 
Head Start and non-Head Start — and lor non-Medlcaid eligible 
children r to determine the eKtent to ^hit;h health services were 
provided or obtained in relation to the 'rh.ildren*s Head Stdxt 
enrolliaent etatus.* 

In order to acooinplish this task ^ several indicators to measure 
effectiveness were established within the fallowing parameters i 
(a) the eKtent to which children received various health and ^ 
medical services this year compared to the number who received 
suQh services prior to the collaborative effort; and (b) the relation^ 
ship, if Bi\y, between the numbers reported and Medicaid certifi- 
cation and Head Start enrollment status. These, indicators were 
based upon the assumption that increases in the numbers of 
children receiving health services, particularly through EPSDT# 
can be attributed to the collaborative effort* 

9 



^Detailed Tables (XVIA through XVrE2) are available in the 
Pinal Report * 
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Chlldren Screened During Program Year 

Aggregate Totals 

The total number of children screened increased fourfold from 
the twelve month period immediately prior to the Head Start/ 
EPSDT Collaborative Effort as reported by 147 projects partiei'- 
pating. Of the 95,997 children screened nationally^ uu% vere 
enrolled in the Head Start program Itself comparad to 90% 
previously. For the 22 selected projects submlttiiig data, there 
were 7^424 children reported as screened^ compared to 2,616 
previously, an increase of 3 to 1, anfl 92% off these vrere Head 
Start enrollees. 

All regions except Region III reportea increases in the. total 
number of children screened that^ when compared to the pre-- 
vlous year, were comparable to or greater than the national ratio 
of 4 to 1* Most of the percentage increase in the nirmber of 
non-Head Start children screened this year can be accounted 
for by the gains in Regions IV and VI. 

Selected Projects 

There was a threefold increase {6,88 3/2,616) in the total number 
of Head Start children screened this year in the selected proj 
acts as compared to the number previously screened. The 
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largest number of Head Start children screened was reported by 
Cleveland {2,456).* For projects that had reported previouBlyi 
the greatest perceritage increases were in Cook County, East 

I 

St, l^ouis, Danville I Lubbock^ Amarillo and Billings. On the ) 
other hand, three projects— Baltimore, Springfield and Eugeng':^-^ 
reported the ^avM c r a decrease in the number of children 5 
aareened thi^ ^ aar^ I 

Only 34% of the Head Start children screened had been pre- 
vio\iely enrolled in the prrqram. This incidence was higher 
than the 29% of previously eiirolled Head Start children who 
had been screened prior to the collaborative effort* Baltimore 
reported that almost 501 of the Head Start children screened 
this year had been previously enrolled, while seven projects 
reported less than 5%, 

■ , ■ .1 

There is no clear indication whether Medicaid certification 
had any bearing on the total number of Head Start children 
screened^ since 50% of these children (3^470 out of 6,883) were 
Medicaid nertified and over 491 were either ineligible for 
MBdicaid or of unknown status. Thus, only one-half of the 
Head Start children screened could have possibly received 
such services through the EPSDT systemi 



^Cleveland, having by far the largest enrollment, often accounts 
for the vast majority of children in many categories in the 
following discussion, 
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Of the projects rGported, there were 541 non-Head Start children 
screened this year, an increase of less than 501 ffrom those 
reported screened prior to the collaborative effort. The 
majority (651) of the non-^Head Start children screened were 
siblings and^ for 71, their kinship relationship to Head Start 
children was "other" or not known. Most of the non-Head Start 
children screened (SOO out of 541) had not been previously 
enrolled in Head Start* For these non--Head Start children, 
Medicaid certification may have influenced the receipt of screen'* 
ing serWces, given that a greater proportion of them were 
Medicaid certified as compared to the Head Start children* Of 
the Medicaid certified group, the majority (621); were siblings 
of Head Start enrollees. 

Children Completely Scr eene d 

Aggregate Totals 

Nationally, 31% received the complete package of screening ser- 
vices as reconmiended by the local Head Start Health Advisory 
Committee* For the selected projects, 70% received complete 
screenings. (Either selection bias or the senaltivlty of the 
projects to completing the acreenings because of their special 
status may have accounted for this wide variation.) Head Start 
children were by far the majority (81%) of those children re-* 
ported as completely scriened* However, only 29% of the Head 
Start children screened had complete serviceB-'-'24 , 884 out of 82,78 2 
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The proportion of non-^Head Start children who had coitipLeta 
screenings nationally was alightly higher at 341. Three 
regions — Regions II, VII # ^nd X — greatly exceeded this parcent- 
age at 50%, 55%, and 50% respectivelyi 

Selected Projeots 

The Head Start children enrolled in the selected projects usually 
received complete screenings, representing 731 of the total 
screenedt Moreover, 17 of the 22 projects reporting indicated 
even greater proportions of completely screened Head Start 
children than the average cited above ^ with Itoarillo stating that 
all of its 626 children were in this categQry and Springfield, 
114 out of 117. 

For non-Head Start children, 73% had complete screenings^ and 
nine of the sixteen projects reporting indicated that a majority 
of their Head Start children had been completely screened. In 
Paterson, where all non-Head Start children were completely 
screened, three out of fou^c^ were siblings and over 95% had not 
been previously enrolled in Head Start » For Medicaid, 891 
(331 out of 398) were certified and the majority of these chil^ 
dren (283 out of 331): were aiblings. 
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Screening ineompleta/FQllcw-up Required 

Aggregate Totals 

•> 

FollQW-^up servicas were required for the majority of children 
screened nationally (681) because such services had not been 
completed. In contrast only 291 of the total children screened 
in the selected projects required follow--up services. The data 
is insuffieient to determine the nature of screening services 
still needed, Also, there is no information regarding the 
relationship between tha availability of a full range of screen-^ 
ing services and extent of cornpletion, or the impact of program 
management (length of time required to complete screening and 
subsequent preparation of forms ^ etc*)* 

b 

The rate of incomplete screening a was much lower for non-Head 
Start children nationally at 49% compared to 69% for Head Start 
children* Interestingly, the IMPD projects reported only 1% of 
their non-Head Start children as having incomplete screenings, 

1 Selected Projects 

■[ 

About 281* (1,993 out of 6 ,883) of the Head Start children screened 
in the selected projects /squired follow-up services* 69% had 
not been previously enrolled in Head Start and 531 were ^^edi- 
caid certified. 
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Eleven projects reported substantially lower proportions of 
Head Start children reGeiving incomplete screening. For these 
projects^ the majority or all of their Head Start children re- 
quiring follow-^up had not been previously enrolled. In this 
instance^ their behavior did not differ from other projects 
having greater numbers of Head Start children needing follow^ 
up. 

Only 2 6% of the non-Head Start children screened required follow 
up services, and n\ost of these (136) had not been previoualy mn- 
rolled in Head Start. Nine of the 16 projects reporting stated 
that a majority of their non--Head Start children had complete 
sareenings. Less than half (41%) of those children requiring 
£ollow--up were siblings of Head Start enrollees and^ of the 
total number of non-Head Start children in this category ^ 821 
were Medicaid certified, _ 



i 
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Children PiagnoBed/Evaluated 

Aggregate Totals 

There were 9^197 childran who received diagnostic or evaluation 
services during the program year, of which 85% were currently 
enrolled in Head Start , For the selected projects/ 1^890 were 
reported to have received these services and 94% of these were 
Head Start children. 

No information Is available to determine whether the diagnostic 
services received were as a result of the screening. However^ 
if such assumption can be made^ then less than 101 of children 
screened nationally were also diagnosed ^ and for the selected 
projects / this percentage rose to 251, However ^ qaution should 
be eKercised in considering this data since there is no evidence 
of a sequerLial relationship between screening and diagnosis t 

According to recent hearings before the House SubqonMittee on 
Oversight and Irivestigation (October, 197^)^ only 15% (1*9 mil- 



*0p« cit. 
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lion of the 13 million children eligible. for EPSDT) had been 
screened by 1974* Of theses nearly one-half were found to 
need additional diagnosis and treatment servicag. Therefore , 
the Head Start projects appear to be much lower than the 
national eKperience in this regard. All regions , e^caept Regions 
III^ VI ^ and VII which reported much lower percentages at 441^ 
7%r and 4% respectively , followed the national pattern in rela- 
tion to the proportion of children diagnf' oompared to those 
screened * 

Selected Projects 

Of the Head Start children screened^ 26% (1|791 out of 6,882) 
received diagnostic services, and Cleveland aocountad for over 
50% of this group (975 out of 1,791). Of the Head Start children 
diagnosed, 891 had been previously enrolled in the program* 

Less than half (47%) of the total number of Head Start . children 
who received diagnostic services were Medicaid certified, which 
means that the cost for these services was most likely borne by 
the family or by the program itself. Many of the pjcojects 
individually reported greater proportions of He^d Start children 
as Medicaid certified. For example three of them-^ -Trenton, 
Paterson and Springf ield^'-stated that all their Head Start 
children receiving diagnostic services were Medicaid certifier . 
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Only nine pro j eats reported ribn-Head Start children bting 
diagnosed as compared to the 21 projeGta reporting Head Start 
children in this category* h total o£ 99 non-*Head Start ahil-* 
dren were diagnosed amang the nine projects. 

Children Treated 

Aggregate Totals 

Oil the national levels 10,799 children were reported m treated 
during this year* This representa almost 11% of thoa^ eor^enedf 
but again there is no evidence that such services wera rend^rad 
as a result of screening or diagnosis * Moreover i a gr^at^JC' 
number o£ children were treated than diagnoBed/evaluat^d * This 
finding most likely reflects traditional medical praotla^s 
rather than inaccurate reporting^ since medical personnel t^ndl to 
consider diagnosis and treatment as one service with the greater 
emphasis upon treatment^ and since both are usually pro'^ided at 
the same time , 

It is probable that many children , particular ly thos^ with 
acute symptoins (colds, stomach ailments, fractures^ ^tQ*)r ware 
referred directly for treatment without an antecedent dia^fno^fcio 
anamination , Telephone inquiries to a few projects ©n^bst^n^ 
tiated that they did indeed refer children directly iw tr^at 
ment either because the medical problems were acute or hecauM 



the condition had been diagnoiad and/or under treatment prior 
to the GOllaborative effort. 

Of the children reported as treated, 81% were Head Start an- 
rollees. For the selected projecte, 2^103 children were treated^ 
of which over 96% were enrolled in Head Start at that time. 

Selected Projects 

In the selected projects^ 2^008 Head Start childtenf or 301 
of those screened/ received treatment* Eugene, which had 
indicated 15 Head Start children diagnosed reported no treat- 
ment. Cleveland's Head Start popuTation (1,324) constituted 
the majority of " .-hildren treated i the next highest was 
Amarillo with Ida* Most of th# projects (16 out of 21) reported 
that the majority of the Head Start children treated had not 
been in the program previously. The m^?jority (561) of Head 
Start children treated were either ineligible for Medicaid or 
their status was unknown* 

As was the case with diagnostic services, few (95) non--Head 
Start children were treated, and these constituted 17% of the 
total non-Head Start population screened this year* Cleveland 
again aecounted for the majority (58) of the non-*Kead Start 
children treated in the 13 reporting projects. Most of the 
non-Head Start children (91 out of 95) had not previously beeh 
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enrolled in Head Start. The majority of the non-Head Start n 
children (841) were Medicaid cwtified and most (67) were 
aiblings* * ' 



Children Treated by Type of Unit off Service 



Children Treated b y Type of Unit of Sarvica refers to the fra- 
quency that specific treatment services were provided i 



Aoutee/Chronic refers to treatmant services 
provided for medical ptfobleins which were 
episodic or ongoing in nature but did not 
require surgical intervention or corrective 
devices • 

Sur ^iaal/Corrective refers to the applica- 
tion off surgical prpcedures (in or out- 
patient) or prosthetic devices (eyeglasses , 
hearing aids, orthopedio appliances) to 
alleviate a medical problem* ^ 

otl::^^^ refers to treatment services provided 
but not covered under the above two categories. 



Aggre ^at^ Totals 



There were 28,655 units of treatment services provided to 

children nationally during the year, which would suggest that 

on the average each child treated received 2.6 units of services. 



28,655 (treatment units - 2*6 treatment units 
per child) * 

10,799 (children treated). 



AGate/Chronlc treatment, was by far the most predominant type 
of service provided at t 3 of the total (24^015 out of 28^655) • 
Surgical/Corrective treatment was the least prevalent serviae 
prQvidsd during the year^ 2^149 units of service* For Other 
units 2|491 such services ware reported. 

Most (84%) of the aaute/chronic treatment units ^ were provided 
to Head Start children^ At the selected project levels an ev^n 
greater proportion (95%) of these services was given to Head 
Start children* Region IV had the highest number of acute/oh ronia 
sarvicss provided: 40% of the national total, and Region Illf 
the' lowest. IntereBtingly, Region I provided a greater number 
of these units to non-^Head Start children, 1,294 -out of 2,397 
units reported . 

The majority (88%) of the surgical/corrective units and other 
.traatment units (79%) were also provided to Head Start children^ 
both in the selected projects and regionally. 

Selected Projects 

There were 10,189 units of treatmerit services provided to Head 
Start children in the 19 selected projects submitting data^ 
Each Head Start child treated received 5.6 units of ^service^ 
doable the national rate, with acu^^e/chronic services again j 
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most prevalent (95%), and with only 730 surgical /corra ative 
units and 182 other reportGd. 

The majority (59%) of acuta/chrQnlc units went to Head Start 
children who were previously enrolled in the program. Most 
(55%) of the acute/chronic units were provided to Head Start 
children cla^r j-ied ineligible for Medicaid or as status 
unknown. Most of these were provided to Head Start children 
in Cleveland, Amarillo, AppletoHr Kingston^ and Lubbock. The 
majority of the remaining proj 3, 13 out off 19 , indicated 
that the greatest proportion of these units went to Medicaid 
certified Head Start children, 

A total of 730 surqiGal/corrective units were given to Head Start 
children in 15 projects. Over half (54%) of these units went 
to previously enrolled Head Start children, most of whom were 
in Cleveland, Like acute/chronic services, the majority of 
surgicar/corrective units went to Head Start children reported as 
Medicaid Other , Nine out of 14 projects provided the majority 
of these units to Medicaid certified Head Start children. 

Eighteen projects report -I a total of 182 Other treatment 
units being received by Head Start children; in eight of the 
eighteen, none of the concerned children were previously en-- 
rolled in Head Start. The majority of the Other treatment 
services went to Medicaid certified Head Start children. 
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K total of 4 48 units of treatmant provided to non-Head Start 
children at a rate of 4.7 units per child/ w lightly lower 
than the rate for Head Start children but much higher than the 
national average for all children. Acute/chronic treatment again 
constituted the major unit with a frequency of 95% ^ comparable 
to that for Head Start children* Only two units of surgica l/ 
corrective services and nineteen Othe r treatment uniti^i went tc 
non-Head Start children. 

Fourteen projects reported no acute/chronic services to non^-^ 
Head Start children. Nearly all (96%) of the non-Head Start 
children receiving such treatment were new to the program. 

large majority were ^ dicaid certified and the preponderant 
niiiTH 3r (333 out of 36'' -/ere siblings. Only two projects — 
Leominster and Applet^m'=-^i sported acute/chron ic units of ser- 
vice being received by non-Medloaid certified chM.dren not 
currently enrolled in Head Start- In this group of 33, 18 were 
siblings. Interestingly, for these two projects the majority 
of treatment services went to non--Head Start children. 

mly Appletbn reported surgical/corrective services being pro-- 
vidod to non'-Head Start children. Five pro jects-^-Leominster , 
Cleveland, Appleton, Billings and Medf ord-^-^reported a total of 
nineteen units of Other treatment services for non-^Head Start 
children, seventeen : which were given to non-Head Start 
children not previously enrolled in the program. The majority 
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of these services went to Medicaid certified children, of whom 
over 78% were siblings of Head Start children.' 

Children Requiring Follow-up 

Aggregate Totalb 

Less than half (9,290 out of the 19,996) of the children 
diagnosed or treated nationally required follow-up services. 

The vast majority (89%) were at that time enrolled in the 
selected projects, and 43% of the children diagnosed or treated 
during the year needed further services. Regionally, there was 
general adherence to the national pattern except in Region V^I, 
which had a much lower incidence of children needing follow-up 
(23%), v/hile Region IX reported nearly 60% in this catec/orv. 

Selected Projects 

In '".wenty-two selected projects 3 ,799 Head Start children re- 
ceived diagnostic or treatment services as part of this year's 
collaborative effort. Of these, 47% required follow-up ser- 
vices. Eight projects reported greater proportions of children 
needing follow-up than the average rate for the selected proj- 
ects. Medford and Eugene, on the other hand, indicated that 
most or all of their Head Start children diagnosed or treated 
did not need follow-up. 
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Most (64%) of the Head Start children needing follow-^up had 
not been in the program previously; Fort Peck was the only proj 
ect with a greater proportion of previously enrolled. Less 
than half of the Head Start children (853 ouL of 1,813) were 
Medicaid certified, although most of the projects reported that 
over ^0% of their Head Start children needing follow-'Up were 
certified . 

Only 28% (56 out of 194) non--Head Start children diagnosed 
or treated during the year required follow-up services. - Of 
the fourteen projects reporting non-'Head Start children 
diagnosed or treated, five stated that none of the children 
needed follov;=^up. Fifty out of the 5 6 non-^Head Start children 
in this group had not been in the program previously. A 
majority (42 out of 56) were Medicaid certified and siblings 
of Head Start enrollees (33 wut of 56). 

C, RECEIPT OF DENTAL SERVICES 

C hildren Receiving Dental Services 

Aggregate Totals 

"Nationally, 48,897 children were reported to have received 
dental services during this year, a fourfold increase over the 
receipt of such services prior to the collaborative effort. 
The Head Sti^rt projects undoubtedly made a major effort to 
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ensure that children involved in the program obtained dental 
care, Th:s concentrated effort can be attributed primarily to 
two factors I compliance with Head Start Performance Standarda r 
and a heightened sensitivity to obtaining health sGrvices for 
children* 

Of the total group of children receiving dental Bervicas, 87% 
were Head Start enrollees. The greatest increases from the 
previous reporting period occurred in Regions I, IV, and V with 
ratios of seven to one^ six to one, and six to one, respectively! 
however, in Region III, the number of children receiving dental 
services decreased 19% from the previous year. 

Selected Projects 

Twenty=two projects reported a total of 6,167 Head Start children 
receiving dental services this year. This is a fivefold incr^se 
from the previous year (nineteen projects at that time) . Ninety-- 
three percent of these children were Head Start enrolleeB. 

^he majority (62 7) of the Head Start children receiving dental 
services had not been previously enrolled in the program. Two 
projects-^-Trenton and Eugene — indicated that none of their Head 
Start children were previously enrolled, while three projects' — 
Baltimore, Cleveland and Fort Peck-^-'reported that the majority 
of their children had bac ^ 
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One half {501) of the Head Start children were Medicaid certi- 
fied^ but an almost equal number were either ineligible or of 
unknown status. Fifteen projects reported a majority of the 
Head Start children receiving dental services as Medicaid certi- 
fied* Seven projects had a majority of their Head Start children 
recorded as Other , with Fresno indicating that all of its chil- 
dren were in this category. 

Sixteen projects reported a total of 366 -non-Head Start chil- 
dren receiving dental services* This represents about twice as 
many as reported previously (nine projects reporting at that 
time) , but the gain is not as great when conipared to the in- 
crease for Head Start children or the national average. The 
highest number of .lun-Head Start children in this category were 
accounted for in Cleveland (225) , while Cook County and East 
St* Louis were the lowest . .h two each. 

Of the 16 projects reporting^ eight stated that none of their 
non-Head Start children had been in the program previously. 
In fact^ no previously enrolled children were included among 
the vast majority of non-Head Start children receiving dental 
services (339 out of 366) . 

About 90% of the non-Head Start children in this category weru 
Medicaid certified, and the majority of these (280 out c£ 328) 
were siblings of Head Start enrolleos. In Baltimc however, 
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all of its Medicaid certified non-Head Start children were not 
siblings. 

Children Treated by Types of Units of Service 

Ag ciregate Totals 

The projects were asked to indicate the frequency with which 
childreii participating in the collaborative effort receiver^ 
dental assessment s i,e,r formal screening as preventive care, 
and treatment services. Nationally, the total units of dental 
services provided wore 53,683, of which assessment cQnstitute.d 
the greater proportion, 56%* However, for the se3^'^^ Droj-- 
sets, the total units provided were 15,073, of vh' were 
treabment services. There is no information ao. .uit for 
this difference except the probability that the selected proj-^ 
ects may have placed special priority on obtaining treatment 
services under the i^^sumTption that these had greater health 
significance. 

The number of dental service units provided per child is not as 
great compared to the medical services average. Nationally, 
each child received a little over one unit of dental services 
and in the selected projects the rate increased to 2.3, again 
reflecting more concentrated adtivity by the projects* 



mMd Start children received ^'.l^: vast najcr\*^y, B9% cf the 
assessment services provided nationallv ^ The la%:?OFt nuril^er of 
units given in a region occurred in Lejioii IV with 9^375 units 
reported (33% of the national total) , but Region III had the 
greatest proportion of assessment units being provided to Head 
Start children (1,060 out of 1,066). Region X meanwhile pro- 
vided more dental assessment services to non=-Head Start children. 

For dental treatment services, Head Start children again . 
received the greater proportion (89% of the units provided) • 
Region IV again reported the largest number of units provided^ 
while Region III had i.*' largest number of units relative to 
Head Start children. 

Selected Projects 

Twenty-- two projects provided 14,066 units of dental services 
during the year to Head Start children, at a rate of 2,3 per child. 
Treatment services were more prevalent, although nine projects 
provided a greater proportion of dental assessment to Head Start 
children - 

Of the 6,117 dental assessment services provided, 62% (3,853) 
went to Head Start children not previously enrolled in the pro- 
gram, Three prr jects—Leominster , Trenton, and Eugene^-'reporte 
that none of their Head Start children were previous enrollees? 
however, four others reported previous enrollees in the majority. 
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One half of the Head Btart children receiving dental assessment 
were Medicaid certified^ and the rest (2,960 out of 6,117) were 
primarily Medicaid Other . Four projects^--Trentonr Paterson, 
East St, Louis, and Springf ield^-'-had 80% or more of their Head 
Start children listed as Medicaid certified. Lubbock, Cleveland^ 
Kingston and Amarillo had Medicaid Other in the majority* 

Cleveland had the largest number of dental treatment services 
provided (3,692 out of 7,949). Amarillo was next with 589. 
The majority of these services were provided to children not 
previously enrolled in Head Start although in Clevelaiid 76% had 
been previously enrolled. 

49% of the dental trej^ bmen t services went to Medicaid certified 
Head Start children. In Pater son, and Springfield all of the 
Head Start children receiving dental treatment services were 
Medicaid certified. CleveiaJKi, Kingston, LubbocKp Amarillo and 
El Centre indicated that a majorJty ot Lae Head Start children 
were either ineligible or of unknown status, 

Nop^^Head Start children were provided with 1,007 units of dental 
services (with a total of sixteen projects raporting) , for a 
rate of ? . 1 per child. Treatanent was again the m nt predominant 
service pro ided, but for non^-Head Start chi?.dren . the perc^ntar;^ 
rate was higher at 7C« than that reported for Hesd Start enroT ©es» 
Of the .:64 dental aflsesr-ment services pro-/ided, 93% given 
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to non-Head Start children not previously enrolled in the program. 
A great majority (86%) of the dental assessment services went 
to Medicaid certified non-Head Start children^ the majcvi.v of 
whom were siblings. Most of the non-siblings ^ere a ..^u t dicaid 
certified, but the majority of non-Head Start who were Medicaid 
Other either had no kinship rel i -nshlp to Head Start children 
or were of unknown familial re . ^>nhip. 

Eleven projects reported a total of 643 dental treatment ser- 
vices provided, of which 941 went to non-Head Start children not 
previously enrolled. Seven projects stated that none of the non-- 
Head Start children in receipt of dental treatment were previous 
enrollees * 

Most of the dental treatment services were provided to non-Head 
Shart children who were Medicaid certified (603 out of 643), and 
79% were siblings. Cleveland accounted for 455 of the Medicaid 
certified non'-Head Start children, of whom 451 were siblings. 

Cases Coriipleted 

Aggregate Totals 



Only 40% of the children receiving dental services had completad 
services. Of these, 90% or 18,104 were Head Start children* or 
the selected projects, the Jompletion figure was 91%. Two regions 
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had rates of completion which far exceedeci the national average-- 
^.egion III with 89% and Region IX with 601«-^v7hile two other 
ragions had relativQly low percentages — Region 1^ 26% and LiitL' 
) projects, 37%, 

Selected ProjectB 

All 22 projects reported cases of dental services complecedf 
for a total rate of 90% i or 5,591 out of the 6,167 Head Start 
children receiving such services* Of these, 38% or 2,156 of the 
children were previously enrolled in Head Start. All projects 
but Cleveland had, as a majority, Head Start children who were 
not previously enrolled, Porty^nine per cent of the cases com- 
pleted were of Medicaid certified Head Start children. 

Almost all the non-Head Start children receiving dental services 
(357 out of 366) iiad completed cases comparable to the eKperience 
of Head Start childr«^n. For the completed gr'>jp, a majority 
(328) were not previous enrol3ye:r. . light projects, however, 
reported a majority of previous llees. Again, a major por- 

tion (87%) of the non--Head Start children with completted cases 
were Medicaid certified and the majority of these were siblings 
(272) . Baltimore had the greatest number of non-siblings not 
part of the Head Start program and they were Medicaid certifiec^. 
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Cases Requirin g FollQ w-Up 

Aggrega te Totals 

The majority of dental services cases required follow-up i 59% 
or 28,908 out of 48,897, Of these, 83% were Head Start chil-^ 
dren. For the selected projects/ 9% or 638 out of 6,533 chil"- 
dren receiving dental services needed futhfr assistance* Three 
regions exceeded the national average^ — Region I at 73%; Region 
II at 67%i and Region VIII at 60%. In ReoJon III, only 10% of 
the children receiving dental services n^Med follow-up. 

Selected Projects 

rav oi the He^ . Start children (10%) receiving dental services 
in t v- "^-l^mc'^^^X projects needed £o]. low-up* The largest numbc^r 
of Head Start children reported in this category occurred in 
Dayton (176) , with the next highest being Fort Peck (122) , 
Intere-^" i ngly , Cleveland, which had the highest number of Head 
Start children treated (2,284), stated that none needed follow-up. 

Four out of five children needing follow-up had not been pre- 
viously enrolled in Head Start. This pattern held true for 
all projects except Baltimore and Fort Peck, where the majority 
of Head Start children who needed follow-up were previous en- 
rollees* Approximately 60% of the Head Start children who naa. .ed 
further services were Medicaid cartified. 



Seven projects reported a total of 25 non^Head Start children 
needing follow-up, less than 1% of the total number o£ such 
ohildren* receiving dental services. Of this group/ 20 were not 
previously enrolled and 17 out of 25 were Medicaid certified, 

D. RECEIPT OF MENTAL HEALTH SERVICES 

Children Receiving Mental Hfe _ Serviceo 

Aggregate T otals 

i^ationally^ 9^ 623 children received niental health ser-dees/ com-- 
pared to 2/450 previously reported^ representing a lourfold 
inarsase. Of this group, 92% were enrolled in Head Start. For 
the selected projects , 3/014 children were reported to have 
received mental health services, ^jompared to 290 previously/ a 
fourfold increasQ . 

A majority of the regions ^ eight out of eleven/ reprrted at 
least twice the number of mental healtn servi npared to 

those provided prior to the collaborative effoc ^ regions^^ 

I and iV-^-had increases higher than the national averagt:^/ at 
1100% and 400% respectively. Region 111, however/ reported a 
decrease in the number of children receiving mental health ser 
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vices this year^ while Region X registered an increase of only 
1%. 

The greatest proportion of Head Start children relative to non- 
Head Start children receiving mental health services this yee^r^ 
was in Region V (340 to 3)* Region VII ha^Z lo non-Head Stprt 
children receiving mental health services. Region X had a lower 
differential between Head Start and non--Head Start in this cate- 
gory (64 to 12) . Region IV had a marked Increase of nQn--Head 
Start children served aompared to those reported prior to the 
demonstration program (32 to 575) . Regions V, VII, and the 
IMPD projects reported fewer non-Head Start children receiving 
mental health services than those previously reported. 

Selected Projects 

The total number of Her.d Start children receiving mental health 
services increased tenfold compared to prior receipt nf such 
services. The number of projects reporting in this category 
also increaBed this year from 15 to 21,* (Cleveland accounted 
for 70% of the Head Start children reported this year [2,197 out 
of 2,946]). Fifteen projects had five or fewer Head Start chil- 
dren in this category. 



*Eugene did not report any children in this category* 



VhQ nuijority of: tliQ Ilactcl Etarli chilclrani 51-^, v/oro provious 
enrol Igqs* (ClcvGland accountGd for 1,4 2 4 children in this 
groiip * ) However^ ninetQeri of tlie twenty-one projectB^ listed 
a greatGr nunibGr of Head Start children as not prGviousl/ en- 
rolled * 

Fifty percent of the Head Start children receiving mental health 
SGrv^icQS were Nedicaid aertified; Cleveland had 1^ 007 out of 1,446* 
Slightly more tniin half of this particular project's Head Start 
children were Medicaid Other , Thirteen projects had a majority 
of their Head Start children receiving mental health services 
as Medicaid certified^ and three of them — Paterson, East St. 
Louis # and Springfield — reported all their Head Start children 
in this category- 

Six projects (as compared to three for last year) reported a 
total of 71 non--Head Start children receiving mental health 
services this year, a 12 % increase from the year prior to the 
collaborative effort* 

Billings had the highest nujnber of non-Head Start children re- ^ 
ported (27) and Leominster was next with 19, Over three-quarters 
of the non-Head Start children receiving mental health services 
were not previous enroll^es. 

One half of the non-Head Start children receiv^ing inental healti 
services vrere Medicaid certified, and the majority were siblings. 



Mon-siblings constituted thci inajority of those non-IIoad Start 
children recorded as Medicaid Otber* 

Chi LdJGn Psychologically TestGd/Ev al uatod 



Of.the 9 ,623 children receiving mtintal health serv^ices this year 
nationally, 92% v/erG psychologically tested. A^lthoiigh the 
nature or extent of this testing is unknown, it is probable, 
given such a high incidence, that the tests were primarily an 
asseasuient procedure * 

The vast majority of the children raceiving these evaluations 
were Head Start enrollees. For the selected projects, 97% of 
tha children served were tested^ and 921 of them wqxb part of 
the Head Start program. 

All the regions except Region I reported substantial portions 
(at least 77%) of the children receiving mental health services 
as being tested. Except for RegioKs V and VII, all others in- 
dicated that the children tested -werespredoinlna^tly in the Head 
•Start program* 



Ag gregate TOtals 




/ 



SelGcte d Projects 

In tv/enty projects 98% of the Head Start childron SGrved 
rGceivGcl psychological evaluation, Cleveland was the higliGst 
with 2,197 and Billings next, ^ith 14 8^ Pateraoni East St, 
Louis ^ Fort Peck and Fresno had no more than two each, 

EvGn though the majority (51%) of the Head Start children being 
tostod wGre proviously enrollod, most of the projects indiccited 
a gr^^ater number of their HGc-id Start children as not previously 
enrolled. . Over half of the Hoad Start children tested were 
Medicaid certified, with 49% cited as Medicaid Other* 

Only 41 ,non=Head Start children received psychological evalua- 
tions and these were all in thr©a pro jacts^-Trenton ClevQland 
and Billings, ^ None of these children had been in Head Start 
previously. Of thesa non-Head Start children^ 68% were Medicaid 
certified^ and ntost were siblings. Non-siblings ^ however^ con=' 
stituted the inajority of both Medicaid certified and Other 
childron* 

Children Referred 



Aggregate Totals 
Only 13% of the children receiving raental health services 
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nationall/ woro rofarred for further services, IhGrQ is no 
informaticn regarding the extent that raferrals occurred as a 
result of I sycho log leal testing . For the selectGd £.ro jects ^ 
the reforraii rate was much lower at 5'4. llGad Start childror 
represented 90% of thG group referred (1^177 out of 1^260), 
FivG regions--Ragions Vllr IX, and the IMPD projects" 
reported under fovir non--IlGad Start children re f erred. 

Selscted Projects 

Nineteen projects reported a total of 179 Head Start children^ 
or about 6% of the childron receiv^ing mental health services 
this year, Appleton had the highest .number of Head Start child-- 
ren^ referred (45)* East St, Louis and Fort Peck did not report 
any children in this category* Cleveland^ with the highest 
number of children receiving mental health services, reported 
eight referrals, a rate of less than 

Eighty percent of the Head Start children referred were not 

previously enrolled; 53% of the 179 referrals represented 

Medicaid certified Head Start children. In five projects, the 

IP 

majority of the referred children were Medicaid Other , 

Only six non-^Head Start children were referred for mental health 
services and these wsre from Trenton^ Cleveland, and Billings^ 
None of the children were previous enrollees, and two out of tiree 
were non-^siblings who ware either Medicaid certified or Other. 
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Childran Counsalgr] 



AggiregatG Totals 

'Counseling serviccss were rGCGlved by 16% off childrGn nationally 
rGCeiving mental health sarviccs , Again, it is not known 
whether these services were a consGquGnce of psychological test-* 
ing. For the SGlected projects^ counseling service was pro-^ 
vided at a rata of only 4^, 

Regions III and X reported considerably higher rates of children 
Gounselad relative to the receipt of mental health servicas-- 
92% and 51% respectively. Tha rates for the other regions 
ranged from ten percent to 33%. , 

Head Start children represented the greater proportion, B9%t of 
those counBeled nationally. For the selected projects, Head 
Start children accounted for over 90% of the total group coun- 
seled* BxK regions reported under five non-Head Start children 
counseled , 

Selected Projects 

Eighteen projects reported only 4% of the Head Start children 
who received mental health services also received counseling. 
Kingston had the highest number with 19 # while Paterson and 
Fresno cited only one Head Start child each* 
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AlmoBt threG"quartcl:s' {ini) ot the IlGad Start children counsolGd 
were not prcavious onrolleeSp Although six projacts had no 
previous enrollees^ .four othGrs stated that a majority of their 
Head Start children who wiiro counselod had been previously en- 
rollGd, 

■ 

Of the 157 Head Start children counseled, 56% were Medicaid 
certified. In 11 projects the majority of the Head Start 
children were certified and in two — Paterson and Baltimore-=»^they 
all were , ' 

Only six non^Head Start children were counseled^ and they had 
the same characteristics as those cited for the group that was 
referred for further services. 

Cases Completed 

Aggreg^at ^. TDtals 

MoBt of the children (84%) recGiving mental health services 
nationally had completed cases. For the selected projects^ the 
incidence was somewhat higher at 95%, Again, Head Start chil- 
dren were the predominant part of this group. There was wide" 

regional variation in this category with Region III reporting 
only 9% completed and Region VIII and X reporting 52% and 48% 
respectively. 
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Selected Projects 

Twenty projects reported that of the 2^946 Head Start children 
receiving niental health services' 91% hod completed cases, 
Cleveland had the highest with 2,175; Springfield^ Billings 
and Appleton follovN/ed with llh^ 115^ and 112 respectively* 

Of the Head Start children whose capes were completed , 5 2% 
had been previously enrolled* Seventeen projects ^ however^ 
had a majority not previously enrolled^ and nohe of them re- 
ported no previous enrollees,- 

The Head Start children who had completed mental health services 
were fairly evenly divided into Medicaid certified and Medicaid 
Other * Fourteen projects reported a majority of their Head 
Start children with completed services as Medicaid certified* 

Seven project^ reported a total of 71 aompleted' mental health 
cases for non^Ilead Start children (Kingston reported three in 
this category even though it had not indicated any non-Head 
Start children receiving mental health services) , Alniost three- 
quarters (74%) of these non^Head Start children were not pre- ^ 
viously enrolled. Half of the non-Head Start children were 
Medicaid certified^ and of these, 50% were siblings. Non-sibling 
made up the majority of Medicaid Other . 
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Childrei i Requiring Follow-Up 

Aggregate Totals 

As eKpected from the rata reported for completed cases^ only 
151 of the children served for mental heal th 'purpoates needed 
further services, and the major portion of these %^ere Head 
Start enrollees (94%)* For the selected projects^ only 3% of 
the children required follov/-up and Head Start children v^ere in 
the major Ity herQ also* Three regions deviated markedly from 
this pattern--»Regions III^ ^and X»=-where 90%, 64% and 51% of 
the children receiving mental health services during the year 
required follow-up . . . 

Selected Projects 

Only '5% of the Head Start children receiving mental health 
services in the selected projects required follow'^up services. 
Kingston and Billings were highest each with 29 ; LeoTninster 
Pater son, Fresno and Eugene reported no Head Start children in 
need of follow-up. 

Again, alniost three-quarters (74%) of these Head Start children 
had not baen previously enrolled Of the 17 projects reporting 
12 stated that a majority of their children were not prev4ousi 
enrolled;, ^ - ■ \ 
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About half of the Head Start children requiring follow-up ser-- 
vices v/ere Medicaid CGrtified, Nine p'rojeaUa had a grGater 
number of their childrGn as Medicaid cerLified^ and fivG proj- 
ects had the majority as , Medicaid Other, 

Billings was the only project reporting non-IIaad Start children 
needing follow-up^ listing three in this category, none of whom 
were previously enrolled and two of whom were Medicaid certified, 

E. RECEIPT OF MUTRITIONAL SERVICE 
Children Rec eiving Nutritional Services 

• * ■ 

Aggregate Totals " 

Relatively few children received nutritional services nationaliyr 
compared to Medicaid dental and mental health services, since 
only a total of 3,347 children were cited in this category. 
This total did represent , however, an almost threefold increase 
from the ntmiber reported as receiving such services prior to the 
.collaborative effort* Only Region III registered a decreasQ 
from the previous year (75 to 14) * The most substantial in-- 
creases were in Region IX and Region X, Recjion VI had the 
smallest increase^ 30%. For the selected proj^ects the increase 
, was less than two to one (155 to 99) • 
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Head Stai't' children constitutcad the overwhelming inajority (84\\) 
of children receiving nutritional services and the rate of 
increase from the previous year was comparable to thm national 
average. Region IV had a greatar increase in noH'-Heaa Start 
rather than Head Start children; Region VII ^ on the other hand^ 
reported no non-Head Start children served. 

Selected P r o j e c t s 

There was also a three to one increase in the total number of 
Hedid Start children receiving nutritional services this year 
(150 to 43) . Thirteen projects provided data in this category^ 
an increase of four from the previous year. Over 901 of the 
Head Start children were not previously enrolled in the program* 

*A majority (57%) of the Head Start children receiving nutri= 
tional services v/ere Medicaid certified. Of the 13 projects 
reporting^ seven had a majority of their Head Start children- 
listed as Medicaid certifiedr while three had Medicaid Other 
children in the majority* 

Leoinincterf rrenton^ and Cleveland reported only five non^Head 
Start children as receiving nutritional services this year, , 
The nuityDer reported represents a SOOl decrease from the previous 
year. All five of these children wetfe not previously enrulled 
in Head Starts and most of them ^ere siblings and either Wedi^ 
caid certified or Other* 
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Children Raforrad for Furthor ASB esament/Evaluation 

n 

Aggregat e totals 

In sharp contrast to the referral rate for mental health services, 
three-quarters of the children (2,527 out of 3,347) served nation-^ 
ally were referred for further assessment. Six regions^-^Regions 
V, VlXr VIII, IX, X, and the IMPD proj ects™reported a much - 
higher number of referrals than the average^ with rates of 92%,. 
95%, 981, 100%, 97% and 95% respectively* The majority (86%) of 
children referrer^ were Head Start enrolleas (Region. VII had no 
children referred) , 

Selected Pro j ects 

Twelve projects reported that 79%, or 115 out of 150 Head Start 
children servad, were referred for further aBSessment. Eugene 
had the highest nimber with 57, and Kingston was next with 17* 
All the non-Head Start children reaeiving^ nutritional services 
were referred* 

ApprOKimately 92% of the Head Start children referred were not 
previously enrolled* The majority (62%) of these children 
were Medicaid certified. In El Centro^ however i all Head Start, 
children in this category were Medicaid Other ■ 

..■ J . 
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children Treated 

AggregatQ Totals 

A majority (59%, or 1,981 out ^of 3/347)^ of t]ia ahdldrcn reGeiving 
nutritional servicGS nationally were trah^Lri^ and tliG prepon- 
dGrance of thosG were Head Start enrolloeSp For the SGlectad 
projects, there were fewer children treated than thooe rGCGlvdng 
nutritional services (45%) . 

Throe regions--II, III, and VI— rGported even highGr rates of 
children treated than the national average at 871^ 78% arid 93% 
respectively, , Three others-*--VllI , /X and tha IMPD projects*-* 
were rnuch lower at 12%, 11% and 10% respectively. 

Selected Projects 

Nine projects reported a total of 64 Hoad Start children treated* 
Cook County was highest with 19. Four out of the total of five 
non^^Head Start children were reported as treated* 



Most of the Head Start children were not previously en* 

rolled and only 73% were Medicaid certifiea. 
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Jllnio^t h^if C4 6 %) of the chlldien receiving nutritional services - 
nationalLy tad completed casBB, a tats.lowec thit^r-eported.^^^^ 
fo± mental liealth. The seleGted projects folloved a similar 

Region I r I had the highest rate of cojupLet ion at 931 (11 out of. 
14), Ragioin XI wslb the lowest at 71, aithcugh ^it rreported more 
non^HBad ^tart cases completed . 

Selected Proj ects 

riineti^— Bl3C out of 15 0 Head Start children ^c^ceiving nutritional se 
mces had .complieted cases. Again ^ inost of this grou5 (90 out of 96 
^83^3 not jtevious e|irolleeB, but In contiast to those treated , 
th& majority (641)' vfere^ Medicaid . certified ^ Pou^ of the fi\r© 
nbn^Head Start cases v/ere c^oinpleted * - 
_ , ■ » ' . ' _ _ 

Almd'^t alH the Head Start childreii requiring foliov^up rare not 
previous en^pl lees butf interestliigly ^ tte majority (ov^er 601) 
v/sre Mediaaid Other.. , ' 
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VII* HEAD STAMyEPSDT RELATIONS WITH LOCAl,. STATS AND PIDE^L AGENCIES 



Introduatiori 



This sectionL presents a comparison of the Head Start Program 
Perforinance Stanciards and the EPSDT pLans of the target states 
and analyses of the relationships between the selected projects / 
and local/ state and federal agencies within the context of the 
EPSDT institutioiiai frameTOrk,* ■ 

A. STATE EPSDT PLAN FOR TARGET STATES 

All -/States reqaired to provide EPSDT services since February 
'19^72|. have been eriGouraged to' develop a stataj^lde. coordijiat^d 
and integrand evaluation process and health care system for 
this pro^iam. The federal regulations ^do not^ require presen- 
tation of a formal EPSDT plan by a state for approval prior to 
implementation as it is ^Kpected that the IPSDT program '^iil _ 
be a further refinement o£ the state's Medicaid (Title XIK) 'plans* 



SRS does^ hov/aver, mandate certain basic provisions for a state 
BPSDT program and recomnends minimuni levels of services. The 
states are required to utilise and/or develop comiunlty tfesources 



'*Tables X through XV in the Final Report provide greater detail* 
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to provide screening and diagnostic services. The federal 
reporting requirements for BPSDT are designed to insure that a 
state has developed the appropriate administrative mechariiams 
to inform eligible families^ provide or arrange for screening 
-serviees and provide- or mrraiige for cwre - 

Analyeii of Finainga ■ 

Eleven out of the 12 target -states in the collaborative effort 
had prepared a state plan for EPSDT as of June, 19 75 r' and eight 
of them had distributed the plan. Three had deveLoped a plan but 
no distribution of the doGiunent had been made.; and one state, 
Montana, had no specific EPSDT plan although soine services are 
-being provided. Only one Itatei. Ohio^ provided definitions 
for all seven service categories* 

Nine out of 12 state plans provided for outreach; seven pro- 
vided for transportation services; and sIk for publicity* 
Seven states delegated operational responsibility for outreach 
to a governmental agency other than the EPSDT -unit while two 
retained this function • ■ . ' ■ 

There was comparability batTOeri state screening procedures, and 

thope reconunended by SRS in five state EPSDT plans. There ^ere ' 

gaps or omissions of certain procedures in five other plans, 

s 

\ ' ' ' ■ ■ 
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B. COMPIiRISON. OP HEAD START PERPOE^NCE STANDABDS 
AND STATE EPSDT PLANS 



The guideLinfes for the collaborative effort stipulated that the 
Head Start projects w,ere required to provide certain minimum 
health services in accordance \^ith the Performance Standards 

T 

regardiess of the scope of the state EPSDT plan** / 

' - ' ' \ ' 

■ ' • . ■ ' ' ' = .' \ - . ' 

Head Start. Performance Standards 



In 1973 the Office off Child Development*^ issued the Head Start 
Performance Standards as a measure of streiigthening the quality . 
of serxricaa provided to children and familias serv^ed by Head 
Start., The Btandards established national criteria for per- 
forinance and built upon seveii years'* experience of the Head Start 
prograrn as a demonstration effort. 



* The presentation of- the findings is based on ^the analysis of 
the plans of all target statee eKcept Maryland tor which we 
were unable to obtain written policy regarding the health 
services package, " ' 

**In June 1975 the Office of Child Development revised the 
Perfforraance Standards to become effective July 1, 1975. Hot 
ever, ^ the standards in effect during the first year of the 
collaboration, set forth in OCD Notice N^3O-364-l^O0 , -^were 
iised for the Gomparison \^ith the state plans. 
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Requirements of State Medicaid/EPSDT Plains 

_.-_.The-- regiilatloiis- issaed by SRS in . November-. 19 far ERSDI'- maa- _ _ 
dated state Medicaid plans to prpvide screeriing and diagnosis 
serv^ices, and treatment of medical probleins for all eligible 
individuals uncaer 21. years of age . However, SRS regulations 
for EPSDT did not specify screening procedures. The state 
Medicaid plan was required to maintain written evidence of its 
Specific screening package^ In addition, the federal regula- 
tions allowed states to define early and periodicity r ^thus 
affecting the ffrequency by which children received services. 
During the first year of the collaboration,^ a rninimum package 
of screening procedures was not mandated^ but SRS has been 
consulting with child health authorities to determine whether 
such a miniinum paclcage actually should be recpuired* 

Because the EPSDT regulations allow for standard-setting by 
the. statei^ enforcement is limited to the proyision of services 
specified in the state plan. Even ^hen individual states specify 
particular screening units ^ there is often a wide variation in , 
the type of service rendered due to lacic of specification of 
screening instruments and procedures. 

Methodology ' * ' ^ 

The Head Start Performance Standards present an interdiscipliniry 
approach to health services as a rneans of improving the physical^ 



mental and nutritional status of preschool ,children. Moreover^ 
the standards require that the local Health Advisory Committee 
_cpmposed..p of Head Start children be estab- - 

lished to assist in planning and evaluating the health program* 
However, the Policy Council (the par-ent involvement bodyX must 
approve the program* Establishing the Head Start Performance 
Standards as a baselinev the EPSDT plans for the target states 
were examined to determine their comparability with these 
standards. =^ " = ^ ..... ....^...-^^...-.^^■^---^^---^^^ 

Analysis of Fi ndings - 



Health Services \ 



Hletdry (medical and developinental) . All 11 states required 
that a history of ^he child* be obtained* Hqwever*^ the type and 
level of specif ioity varied mth state requirements , ranging 
from a "brief history"' to detailed histories with specification 
on the permanent inedical record * Texas, for example, required 
that a complete history for^ birth, prior hospitalization, 
allergies r bedwettiqgr "and bowel habits be recprded, whereas thr 
Btatea required no differentiation between medical and develops 
mental information, - . ■ = 

The implications of the variance are that states in which item^ ^. 
histories were required, particularly if completion of this 



detailed history were required on the reporting form, insured = 
that the provider was obtaining a comprehensive history on the 
child^ better enabling him to assess the child-s current health" 
and identify possible medical problems. States which required 
.Qnly:_a_i!briep Jhittory" allowed, ^pract ition er to de term ine 
which aspects of the child's history would be obtained. There-- 
fore, different levels and quality of care most likely were, 
rendered relative. to the professional concern of the attending 
practitioner, • • \ 

Screening . the Head St^rt Perforinance Standards presented a 
list of screening tests and procedures to be given to all 
children to assess mental and physioal health. All thfi^taU^s 
provided for the basic screening . services of growth assessment, 
vision and hearing testing, and assessment of inmunization 
statua. Kowfeverp many of the other screening tests were /labeled 
optional or recomiifiended only "iff indicated" in several stites* 
In Wew Jersey I Missouri and Ohio , for eKample, a tuberculin 
test was performed only if indlcatad. In addition^ Ohio and 
New Jersey required hemoglobin/heiitatocrits only i^ indicated i 
and New Jersey did not requirje urinalysis* The conditions 
whereby these procedures woulid' be indicated were not specified* 
Again^' ,this failure to specify allowed a great deal of discre*- 
tion to local practitioners. ' i . 



Examination of the provisions for vision and hearing teats 
revealed that only Tennessee^ Mississippi, Montana, TsKas and 
t)r e g o iT^st^ 1 1 d tfte^^ 

(e.g., Titinus Talobinocular , or Pure Tone audiometer)* The 
other^states--merely BpsGi^^ and hearing tests 

be performed^ which might vary from a visual inspection of the 
eyes to a comprehensive eKainin.ation/ All states except Montana ^ 
required sickle cell screening , v^ith New Jersey and Ohio quali- 
fying that the screening be p^rforined "as indicated," 

Other areas of selected screenings warei six states require 
lead poisoning screening r and three additional atates (Call-- 
fornia^ Oregon, and New Jersey) require it qnly if indiqated.- 
Two states r Mississippi and Montana, inake no provision for lead 
poisoning screening. Four statas.i New Jersey> Mississipp 
TerinesseS-and Ohio, make provision for intestinal parasites 
spreening where indicated. This pattern may have reflected 
the prevalence rates' of such problems in various regions. 

Oregon, Montana ;^ Tennessee, Ohio arid Texas make provision for 
the identif ipation of speech problems. California Was the only 
state which specified the identification of handicapped chil- 
dren* Massachusetts tiaported is>cploring the^ ppssibility of^^^^^ 
its Department of Public '.Health as an outreach meohanism for 
those Medicaid eligibl© children with special needs. 
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Physical Examin a^icns > The itemizatiofi of the physical exam- 
ination required iii the Perforinance Standards varied from one 
'state to another. For example* New Jersey and Montana required 
only a physical eKamination while in Mississippi and California, 
""th^^hyB iicB,T eKamina^ mandated was~"iae2i ticaX^to the" Head" ~^ 
Start Perforinance Standards, Of the remaining states^ the most 
conimonly mentioned Items ware eKamination of earSf eyes/ nose 
and throat* ' . ^ 

Immunizations . All states required an updating of immunizations* 
Neither Missqurif Massachusetts, nor New Jersey specified the 
required immuniaatidns* Mississippi required^these services 
pursuant to the policies of the Board of Healthy but such 
policies are riot specified* Two states, Tennesa^e and IllinoiSf 
will not reimburse for immunization against mamps. Te^as and 
Ohio did not specify inununizations in the narrative of the. state 
plan, but they are reflected in the reporting form and other 
documents included in the plan. ^ _ . _ 

Nutritio nal Asseasmeiit. All the states with the exeeption of 
New Jersey and Illinois made some provision for nutritional assess 
ments. This ranged from a st^te plan recoiimending examination of ^' 
the skin, "which may be of nutritional significance," or anemia . ' 
testing, to requiraments for a 'detailed examination of a, ch 114^*1 
dietary habits. 
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Dental Screening , Although all states provided for dental 
screening, the level of specif ity varied. Some states merely 
required a "•derrbal screening" or ^ari examifiatlon'^W 
gumsv v;hereas others called for thorough examinations / incl-uding 
.te--wing x-rays and prophylaxlB / : For dental care, th© general- 
pattarn v/as to categorize services, into the areas of preventive 
and emergent/therapeutic. Many states did not require that the 
dental screening be perfornied by a dentist, and in sdme states ' 
such as Temessee, a child had to be screened through the 
Medicaid program before a referral could be made for dental 
treatment. None of the states defined a dental screening 
'package identical to the Head Start Performance Standards. 
Rather^ many states provided only a dental screening under the 
EPSbr stat^ plan. If' treatmeiit was required the child was 

V ■ ■ " . .; ■ > 

referred and additional services were covered- urttier the general 
Medicaid program. New Jersey and Massachuaetts did ji^t outline 



a 



treatment program; b\it Maseachusetts repo]^t3d being in the pro-^ 
cess of developing sou^d dental referral mechanisnis, and Cali-^; ' 
foxnia only mentioned that children be referred for therapeutic/ 
attention. A prevalent trend in the area of ^ntal services 
Was- the reguirement of prior authorization for dental treatinent/ 
although this was not true for.. dental diagnosis and Jurther 
asaessment in Oregon^ Missouri (for soine services), Tennessee 
and'Missii 
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The periodicity of dental serviG^s differea among state plans, 
Massachusetts and Ohio provided for dental screanings every 
six months *---Texas-^ 

unless otherwisa requested by^ the parents, . 



Dental reimbursement patterns varied and many states did not 
Specify the billing procedure or reimbursement rate. Others 
specified maxinium limits (i.e., Mississippi's llOO/child/year) , 
and Tennessee required prior authorisation tm treatinent plans 
totaling more than $60, Some states, such as Texas, raimburBad 
according to usual and customary fees, Oregon's plan contains 
a fee schedule* ^.f^ complete analysis of the desntal reiir&urse- 




ment and treatment provisions v?a a not poasibl^^^because most of 
^the state plans failed to indicate specific treatment and raim-^ 
bursement procedures. ^ 




atment ^ ExamiMtion of provision for treatinent requirements^ 
revealed no uhiforin pattern^ In part, this refleatea the ^ 
organisation and administration of the state EPSDT plan. For 
example, in Illinois, the screening package was provided for 
under the Medicheck program (with separate billing, and record-- 
keeping requirements)^. However, if trea.t;ment was deemed neces-^ ^ 
sary, it was provided for and; billed to the general Medicaid 
prograrf. This administrative di^^islon of labo^, and responsi-- 
bllities complicated the procedure for provid^iics and organiiiat? m 
such as Head Sta,rt in "their understanding of th^ program. In 



addition, states v^hich provided screening through sa^eeniiig 
clinics (i.e*^ TeKas) referred patients to other providers for 
-diagnosxs-^'mnd'^ treatmentv such as' 

prdvata practitioner)* In TeKas/ billing and reimburBeirient 
v/ere administered through the qurrent health insu^^anci contract 
between the Department of Publiq Welfare and Group Hospital 
Services* Texas and Ohio wer© the only states which listed 
the provisions, of , their treatmetit package, albeit in a general 
manner. Most of the EPSDT plans did not itemize the benefit 
package^ for treatment sarvlGes* 

California's Child Health Disability Prevention Program was 
limited to Bcreening, and thosi qhildren in need of tSreatinent 
were referred to tihe Medi-Cal p^^ogramt This n&w program sup- 
planted the EPSDT program in "^h© state and provided for early 
and periodic screening of all M^di^Cal eligible ohiXdir^n as 
well as those entpring the first grade wltose gross annual family 
income was At or below twice th© AFDC minimum base* 'Therefore 
Madi-^Cal recipients in need of diagijostic and treatitiejit servicas 
^ere referred to the state Medic^ald program. The details of the 
treatraent package were not it^mi^td. 

Provision fbr Annual Assessments, All states except Mississippi 
mentioned provision for periodic eijsessment^ although the defi-- 
nition of this term differed gr^^atly* Several states called fr ; 
annual assessments regardless oJE age (New Jersey c Missouri ^ aiiO 



Illinois). Tennessee, Oregon^ California arfd MasBachusetts 
developed a visit schediila by age. of intervals when a child 



should be screened. As another example/ Massachusetts provided 
for visits at 2-6 weeks, ^8-10 weeks/ 4 morithS/ 6 months, 9 months, 
1 year, 1 1/2 years^ yearly 2--6 , at 8 years and 10 yiars.^ Ohio 
atithoriaed screening at ages 1^ 4, 7, and 16, Texas provided ■ 
for annual asSeasment for Ghildren under six and every three T 
years from 6-21^ Mississippi did not specify a plan for per iodic V; 
assessment. ; ^ - 

Mental Health Consultation , Although many of the states men,- 
tiohed the importance of uncovering physical and mental defects 

- the availability of mental health consultation was limited, . 
Oregon is the only state which- madf provision for mental health 
^referral/treatment and prior authorization was needed before 
treatment could begin. California provided for referral for 
"mental health conditions" (such as mental retardation) un- 
covered in screening. Illinois ^rovid^d space for mental develjap- 
Kient asses anient on the billing form; however^ the manual text 

'^''^^d'^ not detail the provision of such services, /Moreover, it 

aeemed likely that this service could be interpreted as a develop^*^ 
mental assessment. Mississippi mentioned that mental health 
facilities were available for neurological/developmental Re- 
ferrals Montana provi'ded for psychological testing ifi indi- 
cated. All pi the states made provision for davelopmental as^^ is* 
inents* Texas, Oregon, California, and Montana all recommended \;hat 
the Denver Developmental Screening^ test be the instrument for ^ 



evaluating the children^. 



STATE MEDICAID/EPSDT PLAN PROFILIFOR TAROEl' STAPES 



Analysis of Findings 



The management^ of' the EPSDT program can be diviiw iato tour 



, central functions: administration, health^ sMvlceSr sjupport ^ 
.SBrv^ices, and fiscal matters. Resgdnsibility'^ £or the fia four ' 
areas was so distributed^ that no state public welfare agandy. 
retfliiiea total management, in Ohio and Missouri; the state 
welfare agency retained threfe of four functional- anii only 
partially delegated the management of supportivei servlcaf / On 

,vtha other hand, the state public welfare agenc^ iii rillnols 
partially delegated all functions eKcept fiscal^ %vhil€ the 
Massaehusetts agency ^^etained administration Ibut jia^ 
delegated all others/- The health function was ''most . frec|uently 
"totally dfele^ated"-^-eight out of 12 /state public/weliar^ agenaiea 
reviev/ed. This pattern is understandable since the management 
of the hearth function requires special expfertiie la health ser- 
vice delivery, and fiscal intermediaries such as Blue Cross ar^a 
Blue' Shield were used. . . ^ ' ^ ^ ^ 

The function most frequently retained by the stata public ^elfc^r©' 
agency was fiscal managementi five out of 12 state welfare"" 
agencies retained this function* AdministratiDn aad support 
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servicos worn partially delagated to a grGtitGr axtGnt than other 
functions s seven out of 12 statG agenciGs* 

The diffusion of responsibility for managing various EPSDT 
functions is^ not surprising given the history of the implemen-^ 
tation of Titlu XIX among the states. There has been a marked 
tendency for health-related functions to be performed by public 
health rather than welfare agencies; many public welfare agencies 
Ijave retained responsibility for fiscal management because of 
Title XIX requirements^ but shared the operation of other adminis 
trative and support services* Even though the fiscal function 
was most often cited as being retained, it was actually retained 
with relatively low frequency** This delegation of functions 
often underlies difficulties in coordination and poses problems 
%o external entities such as Head Start which attempt to gain 
access to or influence the system, 

SRS permits the states to define eligibility for Medicaid in 
terms of either persons who are defined as categorically needy 
only (receiving financial assistance paid for in part by federal 
funds) or those who are categorically and medically needy (which 

■* 

*A detailed study of the impact of delegating fiscal managemen+ 
at the national level might prove very important. 
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may include persons with speGial assistance neods for iiGalth 
servicGO because of lower income or requirements for extensive 
health care) Analysis of the states' EPSDT plans indicated 
that six statGs--NGw Jersey^ Mississippi, Ohio, Texas, Missouri, 
and Oregon""-provided Medigaid, and therefore EPSDT services, 
only for those persons who a^e categorically needy. Massachu- 
setts, Maryland, Tennessee, Illinois, Montana^ and California, 
on the other hand, have more liberal eligibility criteria for 
Medicaid and include the medically needy. Information obtained 
in the on-site visits indicated that these differences have an 
important bearing. 

It has been impossible^ to date, to pinpoint the frequency with, 
which each state required redetermination of Medicaid eligi*- 
bility. Redetermination is defined as personal interaction of 
the client with the responsible public agency including pre^ 
sentation of suppo::ting documentation required to continue 
Medicaid eligibility as opposed to internal review of status, 
etc*, by the agency* According to available information, five 
states specify that eligibility determination is to be done at 
six-month intervals. 

SRS regulations direct that the state EPSDT agency use as many 
different types of providers as possible to implement the EPgDT 
program. SRS also encourages efforts to provide vendor status 
for these various community providers^ thereby ensuring reim-- 
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bursement for their servicGS* The state Medicaid plans wGrQ 
reviewed to determine the types of providers d^^emGd eligible 
for vendor status for the overall medicaid program. The cate-* 
goriee analyzed included public health agencies/ hospitals , 
private voluntary clinics^ private physicians/dentists, com- 
munity agencies / and other health practitioners (optometrists^ 
physical and rehabilitative therapists^ etc). Four target 
states^ iJlinois^ Ohio^ California^ and Oregon^ allowed for all 
six kinds Of providers for their Medicaid programs; six states 
excluded only conmiunity agencies as eligible vendors* 

All of the target states deemed hospitals, private physicians/ 
dentists, and other health practitioners to be eligible vendors* 
The provisions for eligibility of other health practitioners 
varied extensively, with categories such as chiropractors ^and 
optometrists being frequently included, California includes a 
number of the more recently recognized health practitioners 
within its definitions of eligible vendors*. All states except 
Missouri include public health agencies, and Tennessee was the 
only state to include private voluntary clinics. 

In general, most, if not all, state EPSDT plans provided for 
traditional providers of medical and health services to be eli-- 
gible vendors. Only 50% of the states deimed community agencies 
eligible vendors for the Medicaid prpgram. Such exclusion 
could poteritially have the adverse effects of limiting the EFSLJ 
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agency's information^ outreach^ and screening programs ^nd of 
impeding Head Start efforts to obtain r eimbnr semen t for services 
it can provide morG effectively. Joint vendor status^ as pro-- 
vided by Missouri, might be a helpful alternative; a community 
agency can thus be vendor in concert with a more traditional 
provider. The Springfield project is scheduled to become a 
vendor under this provision in concert with a local, and sup- 
portive, physician. 

The state plans were also reviewed to determine their level of 
specificityp It should again be noted that the plan in this 
regard includes additional information as provided in the state 
Title XIK plan or telephone contact. Seven out of the 12 
state plans were detailed; four provided only general information; 
and one had no plan to speak of (although some operational aspects 
were presented in other documents) . The level of detail generally 
tiorrelated specif ic functions and subordinate activities with 
the extent to which responsibility was retained. For example, 
supportive services tended to be least specific, and eligibility 
determination, an activity for which the public welfare agencies 
retained responsibility , also was not generally detailed. 



-124"- 



D. STATE/LOCAL EPSDT ORGANIZATIONAL RESPONSiniLITY 
IN TARGET STATES 

Analysis of Findings 

ConuTients and insights soliaitGd from sGlacted Head Start proj-- 
BotB, public agenriias^ and community agencies including pro- 
viders of service helped broaden the picture of the organiza- 
tional and operational aapecte of the EPSDT system. These 
sources were complemented by materials pertaining to EPSDT that 
had been distributed by state and local agencies and were col- 
lected and reviewed* Since much information is still in the 
process of being gathered this analysis should be considered 
preliminary, ^ 

Organizational responsibility for EPSDT functions is described 
at two levels of administration 

. interagency relationships at the state level 

state and local governm^ental agency relationships. 

The extent of actual delegation of responsibility by the state 
public welfare agency to another governmental unit is more 



*See Table XII in the Final Report for greater detail* 

1,27 ' ' . ■ 



likely to causQ confjuoion than tho administrntivG mochaniHiiis 
described' in the state plan» Jt ahould be noted that in two 
instancGS, MiBsisslppi and California, separata state agencies 
have been delegated almost complete authority for Medicaid/EPSDT. 
In Mississippi the responsibility was transferred to the Miss- 
issippi Medicaid ComniisHion and in California new organizational 
entities — Child Health Disability Prevention PrograiTis---^are bet- 
ing GStablishod on thc^ local icvul. Also of interest is New 
Jersey which has established interagency relationships among 
four different health and welfare units as well as a private 
insurance carrier . 

The relationship at the state interagency level was defined 
through a coutractual agreement in 14 instances* Only bne 
state, Massachusetts^ had an informal agreement at this levels- 
in this instance between the public weifare and health agency. 
In New Jersey, the" different state level agencies involved in 
EPSDT were structured so that they were ultimately responsiblQ 
to the state public welfare agency, but functioned as semi-* 
autonomous units* 

In reviewing the target states we found the most frequently 
cited* parties to interagency relationships to be the public 



*It is assumed that the public welfare agency is a party to 
the contract even where it is not specifically cited because 
of. Title XIX requirements. 
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wGlfarG and public health agencies (eight out of 12 states) , 
The socond most froquantly cited interagency relationship in*- 
volved the public wfilfarG agency and a private insurance car- 
rier* The fre.quency of welfare and health agency involvement 
is to be expected because o£ the requirements of Medlcaid/EPSDTi 
interestingly^ at least 50% of the target states contracted ^mtli 
a non-^governmental entity namely, a private inBurancf^.'Oarrier 
such OS Blue Cross ^ to be responsible for the,, fiscal manage^ 
ment of EPSDT. " 

The public welfard agency vvas most freqUGntly cited (ten out of 
28 times) as having organizational responsibility for specific 
EPSDT functions. The next most frequently cited agency was the 
public health agency, eight out of 28 times* 

Since welfare agencies rarely have the resources to provide 
comprehensive health services, it is necessary for them to con- 
tract fur the provision of such services. The medical function 
was most frequently accomplished through an interagency agree- 
ment, 13 times as compared to once for transportation. 

The states usually chose health-type units to be responsible 
for the medical function, e.g., public health department, state 
health agency, or a medical assistance unit. In some instances, 
e.g., Texas, the health department directly provides EESDT 
serviceE while in other states, public health agencies have th 
responsibility for finding providers and arranging for screen- 
ing rather than directly providing such services. 



Tan out oi: 22 state and local rjovGrnmGntal agoncy rQlation- 
ships involved the local welfarG board. In seven states, however, 
the local board was a decentralized unit of the stat© public 
welfare agency. In such states, the local welfare board has con-* 
siderable autonomy/ and policies and procedures may vary from 
locality to locality with consequent confusion for agencies and 
individuals having to interact with them* 

In New Jersey, the greatest proliferation of units had organiza^ 
tional responsibility for different EPSDT functions. An addi- 
tional complication in New Jersey is that while local agencies 
determine eligil^ility , the units responsible for locating pro- 
viders are administered statewide. 

The fact that EPSDT was primarily maintained as a state administered 

program is reflected in the relationships between state and local 

agencies* Thirteen out of 22 such relationships involved 

an organizational unit that was part of the state administrative 

system* In six instances^ the unit was under local authority, 

and the number of contracts needed and used to define the rela-* 

tionship between state and local units was drastically reduced* 

Again^ as in the case of state interagency relationships, the 
medical function was found to be most frequently delegated 
between state and local agencies—12 out of 22 delegations 

130 



-128- 

of this nature oxistcd* Health agcnciGs were the primary actor 
at the local IgvgI. 

Local units were largely responsible for follow-up and record- 
keeping^ tranBportation , notification of eligibles, and public 
inforination. For instance^ follow-up and recordkeeping were . 
delegated 11 times* ht the state level/ in contrast, there 
was only one interagency agreement established for this purpose. 
In many cases , the actual collection of "health service records 
was performed by the local agency/ but the data was maintained 
at both local and state levels for reporting to SRS* There 
is a similar shift of responsibility in the case of transporta-^ 
tion services, ten such delegations to the local level and one 
state interagency agreement to provide for transportation. 
Overall , the local welfare board is more frequently responsible 
for these non-health functions than any other local unit* 

E. PROVIDER PROVISIONS AND ATTITUDES BY SELECTED PROJECTS 

An important issue for the implementation of^ the EPSDT program is 
the extent to which providers of EPSDT^ services, including Head 
Start agincies, can achieve vendor status. The Eugisne project — 
the only prbject to achieve vendor status--has used the newly 
freed money to estaHlish a dental clinic and expand outreach. 

Nirie target states placed restriations on the vendor status 

■ 
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of providers of Medicaid eervices^ Oregon, OhiOr and California 
being the eKceptions. Hiere were proportionately fewer re- 
strictions on providers/vendors treating EPSDT children. Only 
Mississippi restricts treatiTient vendors while Mississippi, Tenn- 
essee^ Illinois^ and Texas restrict vendors of screening . ser- 
vices. Maryland placed no legal restrictions on vendors screen-- 
ing EPSDT chiidrenp Unfortunately, the EPSDT paperwork was often 
so consuming or merely duplicative that physicians sometimes chose 
not to complete the forms. Or^ aL in Illinois ^ physicians not 
only found the forms unacceptable, but, they alsoCpbjected to 
the bureaucratization of governmentally funded medical services * 
Therefore, the problems of vendor/provider restriction^ are 
intensified by the attitudes of the particular physicians. 

Although only three states required that providers complete an 
EPSDT participation agreement to icreen or treat eligible children, 
a number of states have provided for accountability measures^ 
with regard to reimbursement procedures. Eleven states sti|>ulatad 
separate billing on reporting forms for EPSDT* The rate system 
foz^ reimbursement allowed ^or much flexibility with only Massachu-*. 
setts setting a fixed fee for general Medicaid services and with 
four target states permitting physicians to charge their cus- 
tomary fee, Various states made special provisions for EPSDT 
screening with only Missouri setting ^^o special fee for this , 
service. . * 



-130- 



Within the health service network r relatively few states used - 
public providers. Those that did found tham generally positive. 
The projects virtually all used private providers/ and found 
them, on the whole, negative in their attitude toward EPSDT. ^' 
Although the private providers were cooperative, they objected 
to EPSDT for such reasons as unacceptable "rates, inordinately, 
cumbersome paperwork, disagreement with state policy, and snags 
in the repayment process. 

F. SELECTED PROJECTS' RELATIONS WITH STATE AND LOCAL 
MEDICAlb/EPSDT AGENCIES - 

The guidelines for Head Start/EPSDT specify that Head Start 
establish relationships with state and Ipcal Medicaid/EPSDT 
agencies toward the implementation of the demonstration effort. 
Such relationships were frequently initiated with local agencies 
(881 of the selected projects) and were less frequently initiated 
with the state unit responsible for the Madicaid/EPSDT program 
(48%) , For the most part, Head Start was responsible for the 

' . -'"5 

contacts, although the state. Health Liason SpeGialist assumed 
the ac tive role in some instances . 

' • •- 

The tendency to establish relationships with the local offices 
rather than the state agencies is explicafale by the very nature 
of the collaborative effort* To effectively administer the col- ^ 
laborative effort) Head Start would require close working arrai le* 
ments with those agencies which would most readily provide such 
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, essantials as direct health services and follow-up support. 
Although the formal agreement had been with the state office, 
frequent decentralization rendered the local offices more help- 
ful. Further, operational cooperation proved a more realistic 
and expeditious goal than institutional change at the state levels 
given the politics of higher level decision making. 

Within the resulting agency networks it is understandable that 
the relationship between the local Medicaid/EPSDT agency and 
Head Start project was informal and usually verbal* Only Eugene^ 
Oregon had a written agreement with the agency^ and that agree^ 
ment had been in effect prior to the collaborative effort. The 
Head Start-agency relationships ranged from being minimally 
communicative to fairly constructive, for a^cample^ resulting in 
an increase in follow-up services and in easier availability of 
lists of Medicaid eligible children and of providers and vendors. 

G. tYPES AND ADEQUACY TECHNICAL ASSISTANCE FOR 
THE SELECTED PROJECTS . 

What technical assistance was provided came most often from the 
Health Liaison Specialist and less frequently from the state 
Medicaid/EPSDT agency r although that agency was the most help- 
ful of - governmental sources* Most of the projects cited lack 
of; technical assistance as one of the chief de triments to the 
success of ^the collaborative effort . The Toms River project 



had not, in fact, received assistance from any source. 

Most often the technical assistance consisted of workL^hops and 
information provision. There was some help in improving rela- 
tionships with local EPSDT agencies, but only six of the 25 
projects received actual supportive services aid. Even more 
telling is that no project received taahnical aBsistance in 
fiscal management , perhaps accounting for th^. lack of monetary 
reimbursement to any of the demonstration projects. 

Although the Hea lth Liaison Specialist was singled out as mo st 
helpful , on--site visits revealed a gteater need for the specialist 
to be physically present at the projects and for the preferred 
assistance to be more constructive than the usual information 
provision* Perhaps fear of criticising the specialist relegated 
this contradiction regarding the effectiveness of assistance to 
mere inference. ^ ' 

On the state level, although most pl^ns call for EPSDT agency 
assistance in such areas as outreach, supportive services, and 
enhancement of provider capacity to deliver hard services, the 
technical assistance actually rfeceived^ was negligible. Major = 
assistance is needed, in th e_ areas of worksh ops and Inform . 
planning and administration f and supp ortive services # 
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VIII. COST REVENUE IMPACT OF THE MEAD START/GPSDT 
COLLABORATIVE EFFORT 

Introduction 

h major task for the evaluation of the Head Start/EPSDT eollaborative 
Effort was to assess the cost impact of the program on the partici- 
pating demonstration projects. Attention was also to be given to 
the quantifiable outcomes of the collaboration regarding reimburse- 
ment revenues and the particular revenue sources obtained by the 
various projects to support the effort, as well as the assessed 
value of services received by the participating groups (selected 
projects only) . The following tables, therefore, analyze informa- 
tion germane to the cost/revenue aspects of the demonstration 
programs 

. Table XVII - Revenue Sources Used to 'Support the 
Head Start/EPSDT Collaborative Effort 

Table XVIII - Head Start/EPSDT EKpenditures by Source 

Table XIX - Head Start/EPSDT Expenditi-.res Rei Direct, 
Supportive and Administrative Costs; Cost Per Child 

Table XX --""Medicaid Involvement in the Payment of 
EPSDT Services for Medicaid Certified Participants. 



The instruments used to collect data presented -in the above 
tables were the Head Start/EPSDT Income Sources Form , the Head 
Start EPSDT Expenditure Form , and -^he Health Care Encounter Form. 

The response rate of the demonstration projects to the afpre- 
mentioned instruments was relatively low. As of this report^ a 
total of 46 (23%) of the 198 participa^ting .projects submitted 
the Income Sources Form. Eigh^ of Wiese projects Wf re selected 
projects. Even fewer projects responded to/ihe Expenditure Form, - 
Only 45 projects (21%) of all the projects forwarded information 
via this instrwl^^. Of these projectp^ five were selected projects 




Rapeated efforts were made during the course of the evaluation 
tO'Obtain the requisite information. In each instance # those 
projects not responding were contacted and requested/encouraged^ 
to complete and return the forms as soon as possible. The projects 
were advised- of the importance of their response relative to the ; 
validity of the evaluation study. 'These efforts, however, had np 
material impact on the response rate. It should be noted that 
completion of these forms came at the end of the year. It was, 
therefore not possible to persist in seeking this information 
since many projects were closed,, and staff was not ^available / ^ 
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The primary reason for the low response rate may have 
been the lack of cooperation the health coordinators received 
fro.a the fiscal officer* of the program. Without assistance 
from this staff person, many health 'coordinators fl.elt at a loss 
to attempt completion of the forms themselves. Moreover, many 
projects did not understand thes information, being requested and 
failed to inquire. Nonetheless, because of the low response rate 
to Both forms, any definitive .statements made regardirig the dkta 
• tables are only relative to the universe of projects reporting ^ ' 
Speculation as to the revenue/cost impact of the: collaborative effort 
can only be advanced concerning the balance of projects not re-- 
porting. . 

It should further be noted that the information reported by these: 
projects was not subject to audit and, therefore, was taken at 
face value. 



*This individual was designated responsibility to assist 
the health coordinator in completing the Income Sources . Form 
and the Expenditure Form. ^ 



A, REVENUE SOURCES OBTAINED BY THE DEMONSTRATION PROJECTS TO 
: SUPPORT THE COLLABORATIVE EFFORT 



A profile of revenue sources obtained by the various demonstration 
projects to support the Head Start/EPSDT Effort is provided in 
Table XVII, Information was taken from the Income Sources Form 
and arrayed by region r state r ^nd program tq indicate the extent . 
to which each. region, state and program made maKimum use of all 
available resources regarding the implementation of Head Start/ 
EPSDT. 



This table outlines six 'possible sources of revenue that may have 
be^ used by the demonstration projects in support of the collabora 
tive effort* These are: 

■ ■ /^^^ 

Governmental ^ amount of monies received/ 
earned through federal ^ state and ' local grant 
in connection witft" the Head Start/EPSDT 
Collatorative Effort* 

Third Party Payors amount of monies received/ 
earned through third"party payors such as. Medi- 
caid (Title XIK) and other purchase of service 
agreements that^ have been reached. 

Direct Patient Payments - amount of dollars 
received/earned ^ through direct payments ma,de by 
families on behalf of children participating in the 
collaborative effort* 
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Cash Contribution - amount of unearned income "from 
voluntary contributions^ e*g.f foundations, endow- 
inents^ etc. 

Donated Services and Materials - the assessed value of 
in-^kind support from non-cash donations, e*g,, volunteer 
-personnel services, materials and other contribution^ j 
of a non-cash nature which are incremental to program 
services 

t ■■ * ■ 

, V other Revenue - amount of any other revenue from incomes- 
earning efforts such as sales , ^ interest, etc.—not . 
^previQUsly listed. 



As a point of reference, none of the 198 demonstration projects parti- 
cipating in the Head Start/EPSDT Collaborative Evaluation (with the 
exception of Eugene, Oregon) 'had reached agreements with state/local 
Medicaid agencies for direct third-party reimbursement. This, • 
however^ was not a priority^ objective of the first year effort. ' It 
is anticipated that the second year evaluation will place more 
.emphasis on the demonstration pro jects securing direct third party , 
mbnies through purchase o,f service agreementi with state/local 
agencies. Thus, rmonies sliown in Table XVII as Title XIX/Medicaid 
did not constitute vendor status* on behalf of the project. Rather,, 
data from this table represented the projects' estimate of Title XIX monies 
obtained by health providers for services rendered to Medicaid eliglbie 
children (of the respective projects) participating in the collabora-- 
tive effort. 



- -— - — - « 

*Vendor status - recognized as a provider of health, services 

(for which Title XXX monies can be received) by the state/local 
^ Medicaid agency. 



■ .,,.-1-50- ■■ , . . ■ . 

1. finalysis of Findings : - 

Table XVII shows that an overwhelming ma jor^^Morf|^^^ 
projects reporting were very much dependent upon the supplemental 
grant provided .by the federal government for support of the Head -. 
Start/EPSDT effort. Project grants ranged from $500 to $16,5:00 
as reported by Jackson County Child Development Centers of Medford^' 
Oregon and Prairie Opportunity> Inc, of StarJcville, Mississippi ' 
^respectively* Monies generated through other sources were minimal 
by^Qomparison and in some categories ^ no monies were reported at all. 

It appears that there was no direct relationship between the 

number of children enrolled and/or participating in the Head Start/ 

EPSDT Collaboration^ by project, and the amount of monies allocated 

by project, for the. implementation, of ' the collaborative effort. 

For example, the South Middlesex Opportunity Council of iFarmingham, - 

Massachusetts indicated it planned to serve 250 children for which 

it received $10,000 in supplemental monies. In contrast, the 

Pater son Task Force for Community Action of Paterson, New Jersey only 

received $8,000 from the federal government with a planned population 

of over 5,000 to be served. Thus the rationale for the distribution 

of supplemental funds was not clearly discernible. 
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IID.OQO 












1 Ml 


1 250 





\- 
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mmm sources used to support the 

HEAD SBRT/EPSDT .COLLABORATIVE EFFORT' 



^ible MI (Cont'd) 



■ Pfojecis By 


^ f>dc:al 








Othgr 
Third 
Party 


Direct 






Private 
Csntribu- 
, tieno 


Services 






Tot^I All 


IM?D PRDGRAfiS 

i , 

Fsrt rock 


6,500 






i-i --I II 
2,310 1 


1 ■) N n 
If JJi] 
















■ 1 


























iim i 




5 5, MO 
























— j 










S 3,100 


? 1,230 










§ 584 






? 29,39: 1 


















■0- 


t 25 








„,.i.,,:..i-^,J 






I m -o- 






' ■ . 

n 






! 










i 


1 

f 
f 



ERJC *, %| 



REVENUE SOURCES USP TO SUPPORT THE 
HEAD START/EPSDr cOLLABQliATIVE EFFORT 



Table mi (M'd) 



?f§jost5 By 








TuIq XIX 


Other 
Third 


Direct 

f y J Ijl - I! :1 


Found" 
j\f 1 f5 h n 


i 


Private 


Servieoi 




II ■■ 1 - ■ ■ I. -- — - 
























5 3,90D 


















F^ficriil^ Totals 




■ ^ 3,080 




— — 












I* 








-'^ 






































i 


$13,331 






3 1^612 












150 




1^,506 


















an 


MeifOfd , 


sno 






13,000 
















5,700 






















12.130 




















Total 


S^fi,247 






$16,504 












i 3,211 




S46,247 


















S 3,211 


154 
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A total of $536^188 was obtainedygGnerated for hhe aollaborative 
effort among the 4 6 projects reporting, niKhibit V illustratos 
the fercentafe distribution of thip amount between the respective 
revenue categories. The distribution shows that federril funds 
(suppleniental grant) of $431^790 far out-^distanced the other aate^ 
gories %b the major contributor to the Head Start/EPSDT effort 
and accounted for 73/7% of all monies generated. Ir^ addition, 
monies generated through Medicaid/Title XlX ($61,925/10.6% of total) 
and Donated Servicee and materials' ($55,094/9*4% of total) combined 
to represent 20 i of the total funds available to eupport the 
collaborative effort. These categories, together, becanie the y 
second largest supporter of the collaboration. Exhibit V also 
indicates that very few dollars were provided through state and 
local governments, cash contributions , etc. 

The data supports, as previously indicated, a strong raliability 
on the supplemental grant for maintenance of the demonstration 
program.' Table XVII shows that eleven (24%) of the 46 prbjects 
reporting rely solely on supplemental grant dollars for support. 
These progranis are ^ identified in the table by an asterisk (*) 
placed next to their names. Analysis also reveals a modest dependence 
on Donated Services and Materials. It is interesting to note 
that five projects indicated financial support in this area 
ranging frQm 20% to 36% of the total of all monies received. 
R6ferenQe Exhibit VI., 



EXIllDIT V 



1 



PERCENT AGR ALLOCATION OF ItONlES RECEIVED IN 
SUPPORT OF COLLABORATIVE EFFORT 



. CATEGORY 


AMOUNT 


% 




Federal Government 


$ 431,798 


73.7 




State Government 


6,88 6 


1.2 




Local Government 


• 1,887 


. 3 ^ 




Medicaid (Title XIK) 


61,925 


10. C 




, *' Other 


. 18,725 


3.2 


Direct Patient Payments 


530 


.1 


Cash Contributions ' 
Foundatioris 


-0- 




Eridowments 


-0- 




Private 


25 




Donated Services and Materials^ 
Services 


43,370 


' 8.1 


Materials 


7,724 


1.3 


** Other 


9,318 


1.5 


Totals . , 


$ 586,188 


100.01 



other monies obtained through third party sources. 

Other incoinQ earning efforts in support of the collabor- 
ative effort such as sales^ interest; etc* not previously 
recorded . 



\ 

' i 
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EXIlTDtT VI 

COMPARISON OF FINANCIAL SUPPORT 



. Head Start/EPSDT 
Project 


Received In Support 
of Effort 


Total MoniGS 
RQCei^^ed-Donated 
Services & Materials 


Percentage 
Relation- 


South Middlesex 

Opportunity Council 
Fr amingham , Ma s sac hu se 1 1 b 


3 2 , 5 tf 0 


\ 

12,000 


36% 


Thames^ Valley Gouncil 
Jewitt City^ Connecticut 


14,000 


4,000 


28% 


Kentucky Youth Research 
Frankfort ^ Kentueky 


20,000 


4,000 


20% 


Lake County C.A,P. 
Waukeganf Illinois ^ 


18,911 


6,000 


31% - 


Parent Action Council 
Roseburg^ Oregon 


19,170 


,5,148 ■ 


' 26% 



.Most other projects, as Table XVII shows/ reported revenues from 
Donated Servioes and Materials* These amounts # .however ^ were 
not significantly large and would not greatly impact on support 
of the collaborative effort* \ . - 



What is obvious ■from the data is that few projects had financial 
commitments from sources other than the federal, state, and local 
governmentB, Contributions from the private sector (foundations ^ 

endowments, individuals, etc.) were simply non-existent. This, 

however, is not surprising as most programs were not engaged 

in a community-wide effort to solicit money from private sources 
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to support the Head Start/EPSDT program.' This v^as also not a 

priority objective of the program, i 

Region I reported receiving $127,4 62 in support of the collabora^ 
tive effort. This was tha highest amount reported among the regioha 
and IMPD programs. The bast return rate of the Revenue Sources 
Form was also experienced in this region with 50% (10 out of 20) 
of the programs submitting the requisite infornvation. This, of 
course, contributes significantly toward the amount indicated and 
suggests that other regions may have fared as well or better 
depending upon their reBponse rates. Region III/ on the other, 
hand, reported obtaining $775-"-the least among the regions and 
IMPD programs. The response rate in this region was very poor 
with only one of the ten affiliate projeots reporting. Again, 
the poor response rate is. directly attributable to the minimal 
amount reported. The variations in responses among the regiono, 
therefore, preclude making pyjective comparisons regarding the 
amount of monies received. 



CQnclua ion s on nove nu g SourcGs O bbai nffd to Support tha 
GOllnboratTve Effo^ , " " " 



a# Supplemental grants received by the demonstration 
projocts varied widely. TherQ was no apparent cor*- 
relatiori between pro j ect size (number of children 
to be served) and tlie aniount of monies allocated 
per project for implementation of. the collaborative 
effort, 

b» To a very large extent^ mpst of the demonstration 
projects depend upon the supplemental grant for 
support of the effort, 'For every dollar generated 
<^ in support of the effort, the^ supplemental grant 
represented approximatley 74 cents. It is further/ 
: concluded that the collaborative effort could suffer 
greatly, if the supplemental grants were discontinu^ed 
as most programs show no ira^ediate alternative method 
of financing*. 

c^ Despite the reliance by the demonetration projects on ^ 
the supplemental ^rant/ some projects showed initiative 
in generating dollars through Medicaid/Title XIX and 
Donated Services and Materials. These Gategories 
accounted for 20 .cents of every dollar spent by the 
projects on the Head Start/EPSbT Coilaborative Ef fort. ^ 

dp Monies generated outside the government agencies were 
of very little consequence* 

e. It can be speculated that if information were available 
on the balance of projects not reporting, it would 
have little influence on the above conclusions . 
reached/ particularly regarding the distribution of 
the supplemental grant monies and dependence on same 
for support of the collaborative effort. 
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Policy cbnsidora bionB on Reve nue Sources Obbainad i ; uppo r t 
Tlio Collaborative Effort ' " ' ' ' " 



a. If the supplemental grant is to continue^, it is 

suggasted that monies could be distributed based on a 
formula that reflects program size and other variables. 
This could greatly contribute to an equitable means 
of allocating supplemental monies among the programs. ' 

i 

h* Programs could be encouraged to begin soliciting 

source's other than the supplemental ■ grant for support 
of the collaborative effort. Suggestions ares 

recognition as a provider of health services by 
the local/state Medicaid agency, whereby third 
party monies .^accrue directly to the denionstration 
project. These monies can then be reprogranimed or 
' ^ earmarked for subsequent EPSDT health and support 
related services. . 

where provider recognition is not , possible ? 
, programs may be encouraged to. reach agreements 
with local health ^providers (which are recipients 
of third party revenues) to share in any rno^^iies 
they receive as a result of services rendered to 
' children of the local projects. As in the abovm 
situation^ these monies can be used for future 
EPSDT services 

- implementation of direct patient payments (for 
non-Medicaid eligible families only) predicated 
on a sliding f a e . scale sy stem which takes into 
account the family~'s ability to pay 

^ solicitation at the local community level to 
attract monies from the private sector, e*g., 
sponsorships, contributions # loans / ^tc. 
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13. SOURCIil OF.^EXPENDITURE FOR IICAD START/EPSDT COLLABORATIVE 
EFFORT (TABLES KVIII AND KIK} 

The expenditure form was used to collect information on the amount 
of monies expended by the demonstration projects. in support of 
the collaboration effort. The form was also designed to assess 
the per child cost of screening and treatment and related suppor- 
;^^tivG and administrative services*. Inforrnation reported was for 
the period July 1, 1974, to June 30, 1975. 

There was wide disparity in reporting among the demori.stra tion 
projects regarding the expenditure form as compared to its counter 
part-^the income forr^* It appears that most projects did not 
understand that the ^amount of monies reported as available for 
the collaborative effort (reference Table XVII) was directly 
related to the amount of monies that could be expended on the 
effort. In fact, many projects reported more monies expended 
than were actually available* 

Because of the lack of data andi In some instances,, its unrelia-- 
bility, it was not possible to undertake the kind of analysi n 
anticipated. Therefore, no conclusiohs can be drawn relative to 
the cost impact of the Head Start/EPSDT Collaborative Effort for 
the universe of 198 projects, " However, for those projects re- 
porting, the available data on th© dispersion of these costs are 
summarized in Tables XVIII and XIX, Cohclusions and recommendf'- 
tions as to the findings also follow, but are limited to the * 
universe of projects reporting, ■ ■ ■ 
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Information by region, state and project cdncerning the source 
of expenditure for the collaborative effort, # Head Start/ 

EPSDT (supplemental grant) , cash contributions^ in-kind contri- 
bution,; etc. , is presented in Table XVIII* The table further 
sumjmarizes the total amount of eKpenditure from all sources for 
each region, state and project. 

Monies expended by the demonstration projects on the collaborativ 
effort (including EPSDT payments to providsrs, as estimated by 
the projects) are categorized into three major groupings in 
.Table XIX: 

Direct Costs . 
Supportive Cost 

Administrative Costs , 

This*table further provides the per child cost of EPSDT services, 
by dividing the universe of children served into the total cost 
of all services rendered. 
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Definiti on o£ Terms '\ 

i 

Direct Costs refers to those costs which are directly attributabl 
to services randcrod to children and their famil ias participating 
in the Head S tart/ EPSDT program ^ e.g,, wages paid to staff pur^ 
sonnel directly involved in administering medical services # cost 
of supplies (prosthetics^ pharmaceuticals, etc) used in the 
course of rendering health sarvices, etc. . ' 

Supportive Costs refers to those costs which are necessary to 
ensure quality and ongoing services to children and their 
families^ e.g. , wages paid to staff- persons who are not directly 
involved in ,EPS PT medical treatment , but who perform functions 
which Induce better or continuing patient services , such as 
outreach^ EPSPT staff training , etc. The cost of providing 
transportation to and from the clinic setting would also be 
germane to this category* . / 

Administrative Costs refers^ to those c >st8 which support overall 
Head .Start/EPSDT operations, but whj.-.ii are not associat ed with 
direct medical services to the collaboration participants/ 
e.g.f wages paid to Mead Start/EPSDT administrative staffs copt 
of transportation, materials, etc, which are attribritable to 
EPSDT administrative functions, . 



1. Anal ysis of gindings (Table XVIII 3 

.Projects reported that they spenLb^ total of $656|3B3 on the 
GOllabcrative effort . Ae expeGted, the niajority ofi these 
monies, 9496 ,087 (761), caine from the Bead Start/EPSDT supple- 
mental grant* Other faderal dollars, ia the amount of $68^591* 
paid for 10% of health and related EPSDT-serviGes provided to ' 
children, thus representing . the second largest expenditure sourca 
in support of the Gollaboration. Contributions from other sourcas 
were significantly less, EKhiblt VII provifles data on the amount 

4 

■of contributioii by expenditure source and its distribution as a 
perGentage of the total. 

Interestingly, EPSDT Medicaid was rarely a source of fands used re-- 
garding health services to all Head Start/IPSDT participants* > Figures 
show that only 61', $41/858^ was used for health and related sexvices 
from this source^ This may kave been a result of under^-reporting by 
the projects. However, Madicaid's partiGipation bm a funding source 
increases relative to Medicaid paymeiits fior serv^ices rendered to 
Medicaid ;Certified children — both Head Start and non--Head Starts This 
will be sxplained in next section. For example, pro jects reported : 



*This amount appears unusually high and may be the result of mls-^ 
interpretation. That is , some programs m^y have inadvertently 
reported eKpenditures from the supplemental 'grant under the 
"Pederaj category as opposed to the ^^Head fjtart/EPSDT " expend^'- # 
ture category. 
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EXHIBIT VI 1 



JOURCE OP EXPENDITURES fOR HEAD START/ 
EPSDr COLLABORATIVE EFFORT 



Expe ncfll ture Source 


Amount 


Contribution 

oy bOUrcG 


Head Start/EPSDT 


$ 496^ 087 


761 


Non-^Cash In-Kind 

\^ LJI I U ^ J- Li U J- W i 1 ^ 


J £i f \J %D £f 




Cash CDntributions 


■69 , / 




Faderal (Other than 
' Supplemental Grant 


68, 5 91 . 




State 


5,743 


1% 


Local . 


4,529 


i% 


EPSDT/Medicaid 


41,858 


61 


Other 


7,445 


1% 




$656,384 


100% 



NOTE; Information is taasGd on a total of 45 projects reporting, 
'which represents 231 of the 198 projects participating 
in the Collaborative Effort* 
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Ir' ■ SOURCE OF EOTITURE FOR HEAD Sm/EPSDT '' ' ' 

COLLABORATIVE EFFORT 



Projects Riigioii/State 


Held Start 
EPSDT Ex-, 
peiidituriB 


Non-cash' 
' Ill-kind ' 
contri- 
: butions 


Cash 
contri- 
butions ' ■ 


Federal 


■ State 


Local 


EPSDr 
,'ledicaid 
Title nx 


Other 


lOtaJ. 

HS/EPSDT 
Expsiid,' 
FroiE ill 

SOUKfiS 


-V— 

...... _ mmi \ 

MJSS^ChuSGttS: 

■:■ ■ GloacBSter • 

Pittifiald^ 
Greenfield 

Total 


5 :i;325 ' 




•• 


. - ' ''~ 










? 11/325' 


19,322 




S' iO 












19,362 


2,046 


1 319 ' 








i 190 


51-,131. 


\ 60 






% m 


1 40 






$ 190,; 


$ 1,131 


? 60 ■ 




= garment i- 

j.'inooski- 
Total . 


?:10450 
















^ in i^n ' 


10,000 
















10,yOO- 


$ 20,150 
















? 204-50 


Ccnnccticuti 
Daraslson 

Jewott City 

Total 




$ 141 




5 13,S61 






? 2,14b 






9,886 


S 4,000 














i 

$ 13,835 ' 


$ 19,570 


4,141 




i 13,661 




$ 190 


,S 2,146 




$ 39,518 


Ragior.al Totals 


$ 72,413 




$ 40 


$ 13,r361 


! 


5 190 


$ 3,271 


$ 50 


? 94,101 - 


RaGIuN 11 

^Jat«rtown 
o , 

^FRir 


? 8,102 


'$■1,135 














$ 9,237 

1 



SOURCE OF EXPINDITURI FOR HEAD START/EPSDT 
. . • COLLABORATIVI EFFORT 



Table XVIII (Cont'd) 



..projact by Region/State 


Head Star 
EPSDT Ex- 
penfiitures 


In=kind 
contri= 
butlons' 


Ca|h 
icontri- 

biitions 


PaderiL 


State 


Local „ 


EPSDr , 
Msdicaid 
Title. XIX 


Other , 


Total 
HS/EPSDT. 

EKpsnd. 
From El.. 

Sources' 


REGION II (CONT) 

. New Jersayj 
, ' Orangi ^ 


f 5,218 
















? 5,278 ■ 


y/ Regional Totall 


?13,380 


1 1,135 














$14,515- 


■ ; , REGIOK III 

Mryiauu. * 

Salisburg 




1 225 










$, 550^ 


■ / : 


$10,775' 


Kist Virginia J 
, Roanoke 


§ 5,567 
















$ 5,567^ 


Regional Totals 














$ 550 




$16,342 


HEGION W 

Mississippi t 
Stirkivilli \ 




■ 








• 








12,300 








$ 3,380 




191 , 




■21,520 


^20,540 ■ 






? 5,649 


$ 3,380 




? 3,991 




$33,560 


' Kingston 


16^866 ^ 


1 24 






J 334' 


1 . 120 


$ 715: 

i 






Wabarna 
:\_ . . ^ .ftnniston 

>-FRIC— — — 


1 im 
















■ 

$ ?,97S 



SOURCE OF EXPENDITURE FOR Kl^D ■STAET/lPSDT 
COmBORATIVE EFFORT ^ ' 



Table XVni (Cont'd) 



' ■ project' by Regkn/Stata 


Head, Start 
EPSDT Ex- 
peniituras 


Non-cash 
In-kirid 
contri- 
butions 


Cash ^ 
contri- 
butions 


Federal . 


State 


i 

1 ; 

Logal 


' EPSDT 
Medicaid 
Title m 


Other 


Total 
HS/EPSOT , 
■ Expend. 

Froni All 
Sources ,, 


RIGION IV (COfiT.) 

\- Georgian 

Monticello : 

Gainesville 

Total 


















S 13-239 


13,000 


' . 300 ' 














'. 13; 300 


$ 23,252 . 


J 789 


1 2i 


1 1,513 




■$ 640 


l 320 ^ 




$■26,539 


- . Kentucky 1 

Frankfort ■ • 


S 16,000 


$ 4,000 






1 'v 








$ 20,000 


, Regional Totals 


$ 74,634 


$ 4,813 


$ 29' 


1 7,162 


$ 3,714 


. $ '?6D 


$ 5,026 . 




$ 96438 


REGION V 

% Illinois; 
. * Cook County 

Waukegan . 
Total 


$ 30,016 


J 3,n3 . 


- 


$ 3,354 




^ $2,146 


^22,230 




$•61,419 


15,035 


, 6,100 












$ ;2,8il 


23,946 


S '45,051 


.$ 9,273 




1 3,254 




$2,746 ^ 


122,230 , 


1 2,811 


1 as, 365 


Wisconsin i 

Wisconsin Rpds. 

■' Superior 
■'\ Total 


1 5,000 ■ 


















. 5,503 
















5 503 


S 10,503 
















$dO,503 


'•- ■ .Regional 'jV^^ls , 


$55,554 






1 3,254 






I22J3.0 


i 2,811 


$ 95,868 
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fcv'-.' : SOURCE OP EXPENDITURE FOR HEAD Sm/EPSD^ 

!> .;: i ' . , COLLABOMIVE EFFORT 

|. • Table XVIII (Cont'd) 



Project by.Region/Stata 


Head stari 
EPSDT m- 
ppndituris 


Non-cssh 

, Ill-kind • 
"contri- 
biitions 


i ■ 

Cash 
contri' 
butions 


Fidiral 


, State, 


Local 


EPSDT ■ 
Midicaid ^ 
Title KIX 


Other 


HS/EPSDT " 
Expand. 

Prom All . . 
SouTces 


REGION VI 

Texas ^ \ . ' 
Witchita Falls 

San Antonio ' 

Aniarillo ' 

Total 

Arkansas* 
Hot Springs 


■ ,' 










404 


S 3,494 






. 5,904 
















, ■ 5,904 


S,OQO 






? 2,653 


1 1,000 








■ , 9,553- 


$ 14,855 


$' 998 




1 2,653 


$ 1,000 


5 404 


J,494 




? 23,403: 




$ 3,070 














$. 24,979 


, - Loaisiana: 

. Alexandria 








1 5,000 










$ 14,387 - 


New Mexico J 
^ Carlsbad . ' 


? 6,509 


11,995 














$ e,504- 


; . Oklahonia: 

Chickasha; 


$ 37,242 














■ 


$ 37,242.^ " 


Regional Totals 


$,89,902 


$ 6,063 


■ 


I 7,653 


$ 1,000 


$ 404 


$ 3,494 




$108,516;: ■ 


.■: ^REGION yII 
Missouri! 

■ ■ Jbplin' ' •. ^ 


5 6,n5 
















1 6,175 f 


■ 5,102 


— ■ t 










? ' „ 525 




5,627 



Table mil (Cont'd) 



SOURCE OFJKPENDim FOR HE^ID SmRT/EPSDT 

' coimomnn mm ' , ' 



-;projic:t by Region/Stats 



RE510H VII (CONT,) 



Appieton City 



Head Start 
EPSOT Ev- 
pGnditure: 



Non-cish 

In-kind 
contri- 
butions 



? 5,000 



:$ 16,277 



Cash, 
contri" 
butions 



Fedsral 



Stata 



Local 



■ IPSDT 
Medicaid 
Title XIX 



i - S25 



Other 



Totals 
HS/IPSDT 

Expend . 
From All 



Kansas: 
Horton 

Girard 



$■ 5,148 



1 5,148 



42,894 



$ 825 



Um 



1 



I 48,221 



? 48,042 



I -825, 



Regional Totals 



$ 64,319 



$ 825 



VIII- 

Colorado: 
La Junta . 

PiJibro 

■ Tiinidad , J, 

Total 



Kegionall Totals 



r- ' REGION U . 

.... ... . . 

Havaiii _ 

Ill; ' ""Q \ . ' ■ ■ "■ ' 

Totals 



$ 4,950 



4,825 



5,[ 



I 14,775 



$,14,?75 



S 6,826 



I, 6,826 



S S52 
30. 



618 



$'1,500 



$ 1,500 



.? 4,400 



10 1 000^ 



3,422 



I 17J22 



I MM 



I 9440 



$ 9,140 



11,029 



1,029 



$ 429 



I ,429 



I 429 



$4,SQ2 



1 53^369 j 



?5,027'^ 



I 642 



I 1,920 



$ ■ 542 



r 1,320 



I 542 



I 1,920 



176 



J 10,631 



14,855 



Ul,602 



$ 37,088 



$ 37,088 



$•16,995 



.$.16,1995 



mm---: 



p^;V.. Table' XVrn (Cont'd) 



SOURCE OF EKPENDITURE FOR HEAD S 
■ COLWBORATIVE EPFOHT' 



PSDf 



fl:::''-' 

U^rojact by Region/Stati! 


HWd Star 
EPSDT Ex- 
pend ituras 


contri- 
butions 


Cash 
contri-' 
butions 


Faaeral 


Stats 


/ 

/ . 
"1 ' 

Loeal ■ 

■ / . 

• ' ■ .' 


, JPSDT 
'Title m 


Other . 


Totil 
HS/EPSDT 

Expend. 
From All_ 

Sources . 


^ REGION X : ^ = • 

' Oregon; 
•, ' lA GranQe 

" _ Eugine 

qlatskanie 
Totil 


$ 11,939 








' / 
/ 




: 






43,280 


$ 3,350 






7: 








46,630 


5,700 






1 9,899 


1 








1 ^ RQQ' 
ID ^ J?? 


13,331 


■ 418 


t 




/ ; 










$ ?4,250 


$ 5,768 




5 9,899 






$ 1/612 




89,529 


Regional totali 


'.$ 74,250 


$ 3,768 . 




$9,899 






? 1,612 ■ 




■ % 89,529 ■ 


■ IMPD PROGWiMS 

, Minnesota: 
■ Wiite Earth 

-1— M-« _iiiM!p- ■■■-■■-d ■ » jni ■juT-.iJftB^iW™M'^^ 


















■■■■ 

$ 45 


■ ' Montana: 

Flathead 


3,498 














$ 2,654^ 


? 11,152' . 


i?," Habraska: 

Santee Siou)^ 


$ 5,924 
















' 1 5,924 ■ 


IS'" ' 

I'. IHPD'lotals 


?'l4,467 














■$ 2,S54' ' 


3 17,121 




$495,087 






: $68, pr 




$ 4, sir . 


■,?4i,i5i.; 


$;7,445: ; 


1656,384 










1 ! 
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$61,925 in Title XIX monies available for the col Uihar a. tivn effort 
through revenue sources* It, tharefore, Beems reaaonable thai" 
this amount would have been GXpendGd . On tha other hand, a r4ub- 
stantial portion of the various screening tests, usually performed 
by the health providers, may have been administered by the Hotid 
Start/EPSDT staff itself* This would have, of course, precluded 
Medicaid/EPSDT reimbursements and contributed to a lower per- 
centage of Medicaid/EPSDT expenditures* The lack of Medicaid re- 
imbursements for all EPSDT health and supportive services should 
also be considered. 

As previously indicated, expenditures exceeded thn revenue sources , 
available to support the collaborative effort. While this strongly 
suggests error in reporting, the possibility innot be dismissed 
that projects may have reached beyond the revenue sources re- 
ported to sus^tain the implementation of the Head Start/EPSDT 
program. For example, some projects may have failed to report 
(in the Income Sources Form) monies spent on the effort v/hich 
were not specifical:/ earmarked for Head Start/EPSDT, but which 
were, nonetheless, used for this purpose. This would suggest 
that in certain cases project's we^^ willing to sacrifice other 
program objefctives or activities to ensure maintenance of the 
effort. It can be speculated thBt many of the demonstration 
projects used monies normally associated with the categorical 
Head Start grant to meet the financial obligations of the collaJ ^ra-^ 
tion effort incurred beyond the supplemental grant monies ayail&.^le. 
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Other analysis shows that RDgion VI oKpend^d $108,515 on tho 
collabora tivG ef f oi't--- the rnorjt raportod aniong all regions and 
IMPD programs. Regions I, IV^ and X all reported EPSDT expendi^ 
tures in the range of $90^000. Region VII ri^ipo.. jod somewhat 
less at $70,171, with Region VIII following at $37 , 088. llo ins 
III, IX, and the IMPD projects indicated expenditures from , ^^000 
to $17, 000. The least amount reported was in Region II $14,516* 
Of course, much of this relates directly to the number of projects 
reporting. It is, therefore, not clearly discernible whether 
this trend wouLd have prevailed had the majority, of projects re- 
ported. 

Individually, Gook County of Chicago, Illinois reported spending 
$16,419 on the collaborative effort. This was highest among the 
demonstration projects. On the other hand, Nett Lake, Minnesota 
reported a nominal amount of $45--lowest among all projects, 

2 * Analysis Oi Ladings (Tabler XIX 

Table XiX indjcates that 48% ($316, 399) of all monies spent by the dem-* 
onstration projects on the collaborative effort .was attributable to di^ 
rect .costs. This indicates that nearly fifty cents of every dollar went 
to salaries of staff directly involved in EPSDT medical services; to. 
the cost of supplies used in the course of providing direct health 



DimCT, SUPPORTIVE, AND ADMINISTIiATIVE COSTS; COST "PER ClIILD 



Table XIX 
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UEhD START/RPBDT I'lXPENDITURBfi RE: 
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD 

Tnblu XIX (Coiit'(l) 
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HHAD STi\RT/BI.'SDT I'IKPKNDITURES REs 
DIRECT, SUPPORTIVE, AND ADMINISTimT.TVE COSTS; COST PER CHILD 



Table XTK (C.-»..t'd) 
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IILIAD STAHT/EPSDT EXPl'IN'OITURES WE'. 
DiRECT, aUPPOHTIVH, AND ADMINISTRATIVE COSTS,' COST PER CHILD 



Table XIX (Cont'd) 
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services; and to other areas dirnctly ascribable to health ser- 
vices rendered to EPSDT participants. This finding Bupports a 
previous statement relative to the project staff administering 
direct health services and thereby, contributing to the low per-- 
centage in the use of Medicaid/EPSDT dollars. 

Further analysis shows ^ that a considerable share of monies spent 
was for supportive and administrative activiites- — $176^414 and 
$163>570 respesctively . ThuSi 27 .cents (27%) of every Gullar was 

f 

spent on supportive activities and 25 cents^(25%) of every dollar 
went toward administ^;-.! tive functions* 

It seems that adequate monies were generally provided by the project 
towe'^d the objective of having Head Start assist the EPSDT pro- 
gram in delivering health-related supportive services to Medicajc' 
eligible children in the community* Administrative costs, Lov* 
seem to be disproportionately high when considering the major 
objective of tht^ program i to reach and provide EPSDT services 
to as many Medicaid eligible children as possible. This may be 
the result of requisite start-up activities for the program, e,g,, 
staff orientation to EPSDT, meetings between Head Start staff and ^ ^ 
local Medicaid/EPSDT agencies,, familiarization v;ith and completion 
of data survey instruments, etc. by comparison, there were, of 
course, difference among regions and IMPD programs regarding the 
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distribution of direct/ supportivG, and acirninis trativG coots and 
its proximity to the aggragate distributi/jn of the universe 
(reference Exhibit VIII) , For. example^ Regie T.. rnpi>iS;^*d tjmt an 
1 nordinate amount of inonies ^ approKima tG ^ y ^ i c jn -.s of i^vQT 7 
dollar / was spent on administrative tanks , ic*avlng nry few 
monies for other services. ConverGaly/f the IMPD ::ir.jj:Qts inai*-' 
i!.i(od that nothing was expGnded for administrative activiL-ies* 
liatl^Tf 96% of all expenditures were for direct survices, with 
tiu.! remaining 4% going to supportive services. In this instance^ 
it must be assumed that there is some error in reporting^ since ^ 
it is highly improbable that such a low percentage of administra- , 
tive expenses would have been incurred. 

h high incidence of direct services eKpenditures was also preva- 
lent among Regions IV, V, and VIII r %, 75% and 71%. Region I 
reported a low of 16% for direct services. The remaining regions 
averaged around 4 0%. 



Exnii!):'.r viii 



DlfiTRIDUTION OF HEAD STAUT/EPSDT EKPENDITUim'S RE ■ 
DIllECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS 



Region 


Total 
, Expond.-H.S.EPSDT 


L 1 rect 


Supportive 


Administrative 


I 

% Distribution 


94,101 
1J0% 


t 

1 32,5 97 
35% 


36,391 
1 q 4 


25,113 


II 

% Distribution 


14,5^5 
100% 


2,318 

i V3 ^ 


867 
o ^ 


11,330 

*^ n Q_ 

79% 


III 

% Distribution 


16,342 
10 0% 


8,438 

R 5 a 


3,156 


4,748 
28% 


IV 

% Distribution 


96,138 
100% 


66,830 

/wo 


18,851 
9 n ^ 

^ U o 


10,457 

10 1 


V 

% Distritaution 


' 95,868 
100% 


54,609 


21,340 

0 "5 9- 
<^ ^ B 


19,915 
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VI. 

% Distribution 


108,516 

100% 


43,277 
4 n a 


14,823 

1 /I ^ 


50,416 
4 6% 
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% Distribution 

1- 


70,171 
] 00% 


25,355 


39,609 

^ C 4 


5,207 

o % 


VIII 

I Oistribution 


37,088 
100% 


26,445 
71 '* 


8, 075 


2,564 


IK 

% Distribution 


16,995 

iool 


6,626 
391 


8,502 
3 0% 


X J. 


X 


89,529 

1 n n a 


■ 33 ,4 59 
37 % 


24,122 
2 7% 


31,948 
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IMPD 
% Distribu+^ion 


17,121 
100% 


16,442 
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4% 




Aggregate Total 1 
% Distrdbution I 


,656, 3S4 1 


316,400 1 
iiBwiimL 1 


175', 415 1 
27% i 


163, 3 >9; 1 



NOTES Information is i^ased on a total of 45 projects reporting* 



In the supportivG cost category? Region VII was highest, with 
expenditures aniounting to 56% of the total. Region IX and I 
then follow with, 501 and 39% respectivGly * With the exception 
of IMPD programs. Region II was loweyt in support service expendi-- 
tare with only a 6% allocation and Region VII was moderately 
low at 141* Othor regions expended 20% or more for supportive 
service activities. 

Adnunistrative expenditures outside of Regi^ ranged from 

7% to 46%. Region VI reported 4 6% while Re. VII, IV, and IX 

indicated considerably lower percentages at 8%^ 10%^ and 11%, 
An average of 28 cents for every dollar was spent by the remain^ 
ing regions^ I, III, V and K, on administrative duties. 

The average annual per child cost among all regions and IMPD pro^ 
grams was reported at $45.00* Thig figure appears to be extremely 
low since the national annual per child cost of heaith services 
to AFDC Medicaid recipients was assessed at (.$165 per child* Again, 
one can speculate that the low average may be attributable to 
under reporting by the demonstration projects of monies used to 
support the collaborative effort. This^ of course, bears directly 
on the per child cost of health 'and related SBrvices. 

*This figure was taken froni ^'ealth Start: Final Report of the 
Evaluation of the Second Year Program, December 1973. pg* 
VII^14. The calculatinn was based on information /from 
"National Health Expenditure, 1969-1971, " Social Security 
Bulletin , January 1972 . 
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Reporting . among projects regarding per patiant cost . * ' con- 
siderably. Data from Table XIX shows that per child co'.l of 
health and related services for Head Start/EPSDT ranged from 
eight dollars to $264*00 among the various projects* ThesG amounts 
were reportt 1 by Opportunities Developnient Corporation of San 
Antonio, Tr ^ and Opportunities, Inc. of Watonga, Oklahoma, re- 
spectively. Jioti these projects are Region VI affiliates * 

The IMPD proqraii S indicated the highest per child cost at $132.00. 
Regions X and IX followed, reporting $12 0,00 and $108.00, respec- 
tively. The lowest per child cost was reported by Region III - 
$18,00 

Data from Table XIX also shows that considerably low per child 
costs were reported by Regions IV and II - $25*00 and $28*00 The 
remaining regions (I, VI, VII, and VIII) reported amounts closer 
o the overall average per child cost. 

3^ Conclusions , 

a. Expenditures fo^ Head Start/EPSDT var^^^ from project 

to project; about 75% of the totaJ sxpenditures 

'for all regions and IMPD programs ted from 

the Head Start/EPSDT supplemental gra.. Contributions 
from other sources 'were minimal 
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b. MGdicaid/EPSDT only accounted for 6% of all EPSDT 
Gxpenditures . It appeaira that many projocts are 
providing requiaite EPSDT screening SGrvices to 

CO llaboratlon participan ts themselves , Lack of p^o- 
viders^ failure to reimburse for certain services 
in agcordance with the EPSDT state plan . at al. may 
be contributing factors to the low percentage of 
Mediciid/EPSDT expenditures. 

c. hnaV^r^Ls of the data indicated that programs ex-^ 
tended beyond the supplemental grant to support the 
collaborative effort , which suggests that the 
supplemental grant alone was not sufficient to sus-- 
cain the implementation of Head Start/EPSDT, 

Overall; 48% of all dollars er.pended by the demonstra-- 
tion projects for the EPSDT progr^am was for direct 
health services^ with 27% and 25% attributable to 
supportive costs and administra.tive costs ^ respectively 

e* ProjeoLs allocated adequate monies for supportivt' 
services to satisfy the objective of soliciting /j 
many Medicaid eligible children as possible for 
■participation in the program. But it appears tlut 
m.ore discretion could have been eKercised rega':";4.ng 
the relatively high cost of administrative serv.^ ces^ 
in viev7 of the overall objective of reaching a ^-J. > 
serving a:- many children as possible. 

f. Per child osts fluctuated cpnsiderabiy^^amonc^, the 
projectr. The average per child costi however # 
was asru; ;:.-d at $45.^0. 



Policy Considerai./ :.n5 



a. The demons tratinn projects could begin to take a 
serious look vt where they are spending money 
relative to fullfilling the objciCTtlves of Head 
atart/EPSDT. -Certainly ' if one of the primary objec- 
tives of the program is to reach and provide support 
ive services to Medicaid eligible children, then 
programs must identify, within the total program 
concept^ the monies needed to accomplish this ob- 
jective* Thus, it is likely that more should bo 
spent in this area, EKpenditures in other areas 
of less priority could, by contrast, be held to 
a minimum* ■ > 
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Progranis could begin to become morG cost conscious. 
They could ccr'sider , alters- itive ways of monitoring 
EPSDT eKpanditures other ' lan by line-itemo mx- 
penditure, particularly i,. ,..ght of emphayis (in 
the second yoar program) on projects qualifying as 
vendors for third-party arsimbut^sements . In neyotia- 
ting EPSDT purchase of Sfsrvica agreements'^ many 
• state and/or local Medicaid agencies require that 
costs be stratified by direct and administrative 
services* In some instances, a determination of 
supportive costs is requested , This is done for 
purposes of the state ascertaining the services 
for which they will reimburse., A consideration, 
therefore, is that projects would adopt a system 
which begins to meet this need* Such a system not 
only provides a means for identifying costs 
for reimbursement requirementsi but can aL^t 
be useful as a management tool for ^^flyet i - and 
planning purposes. Moreoverf it 'k-s Tla'agement 

with the requisite information as jllar spending 

relative to program objectives and fur bher establishes 
the parameters necessary for any decision-^making as 
to the most co3t=-ef f ective approach for reaching 
these objectives* 

In light of the uncertainty of future collaborative effort 
funding^ stronger emphasis will be placed on programs to 
take full advantage, wherever possiblei of all Medicaid/ 
EPSDT reimbursable HerviceB, Programs could also be 
encouraged to make every attempt to secure vendor re-^ / 
:ognition,. 

/■ ■ 

Because of the unreliability of cost/revenue data, 
more emphasis could, be placed on the retrieval o£ this 
information in the proposed second year evaluation, 
particularly in light of the programs poor .response 
rate and apparent misunderstanding of whaU was re« / 
quested. A closer look at the impact of EPSDT Medicaid 
dollars on the collaborative effort might be a key 
consideration. ^ ' _ = 



C. MEDICAID INVOLVilMENT IN THE PAYMENT OF EFSDT SERVICES 
TO MEDICAID CERTIFIED PARTICIPANTS 



Data from table XX piasenta information concerning 
Medicaid's involvement in the paymRnt for EPSDT servicss 
received by Medicaid certified participants. Information is 
arrayed by the particular health service category for Head 
Start and non-^Head Start enrollees* Reporting is based on 
information obtained from the Health Care Encounter ^^orm 
relative to the 24 selected projects- No attempt was mader 
here, to assess tAe dollar value of Medicaid payments/ as this 
information could not be retrieved from the aforamentioned form. 
Rather^ the data focuses on the units of health services received 
by Medicaid certified participants in which Medicaid was involved 
as a payment source. This finding is then expressed as a 
percentage to the whole of units of health services received whic 
were paid for by Medicaid i in whole or pajr^* 

/ . . 

1 , Analysis of Findings 
■ 

Data indicated that 51% of all health services received by the 
Medicaid ceLtified population-^'-both Head Start and non^Head 
Start participantS'--among the selected projects v/as paid fpr, 
in whole or part/ by Medicaid, Surprisingly / non--{iead Start 
children had a greater percentage (63%) of their health 
services paid for by Medicaid' than did Head Start children (5t'%) 

' . 1-92 
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MEDICAID INVOlVEMENr IN I'HE PAYMENT OF UNITS OF EPSDT SERVICES 
FOR MEDICAID CBR'flFIED PARTICIPANTS BY mm SERVICE 



Table U 



Health 

Servica 



Medical 



Pental 



Healti 



Totnl 
Jnits of 

:ieco ived 
fcy (led. 

Children 



Nutritional 



3,9C 



1,420 



3,430 



Utiits of Sor vices 
Rocoived by Hgc!, 
Curt, Children 



3,^124 



2,510 



:itis 



476 



1,406 



3,001 



328 



22 



lid 



[jtiits of Service Paid for 
by Medio J id 



2,853 



2,198 



20r3 



117 



1^0 



571 



772 



1,200 



,884 




iitl^ 



% of Services Re- 
coivcd Paid for 
by Medicaid 



% for 

Hs & mi 



15? 



31! 



5 



No 



J. 9 



17 



422 



831 



74% 



141 



96% 



761 



231 



15^ 



41 



NOTE! 



Figures do not represent numbars of Mfidicaid 
ciiildron receivirig health sirvicii. Rather, 
tlie^ yeprlsent tha units of health services 
received (within each catigoryi.by Medicaid 
ccrtifiad participants, 



J 



This fol. lov/ad Uhroughoul: Gach of the mnjor catogories of honlth 
service, with thG oKCQptlon of nutritio^ial scirvicos. It is 
speGUlated that this trGr.ci was a result of Igbb contact by the 
progranis v^ith the non-Hend Start certifitd chiloren rGCjarding the 
mil range of BPSDT mandated services and/or the probability of 
iiQeded follow-up treatm&nt. Medicaid in many insuances does not 
reimburse for tho full range of health services. Because Head 
Start MQdicaid childrGn are more liKely to be the recipients 
of total health services as opposed to non^Head Start Medicaid 
certified children, the greater the possibility becomes for 
Medicaid not to be involved in the payment process . 



Data also Indicates that Medicaid %^as most 'responsive in 
participating in the payitierit for medical and dental services 
administered to Medicaid certified children, Iledicaid's 
involvement as a payment source in these areas was reported at 
851 and 76%, respectively* On the other hand# Medicaid's 
involvement in the payment' for mental and nutritional health 
services vvas considterably lov/ at 15i and 4%. 

2* ConclusionB 

a. While the effectiveness of EPSDT Hedicaid in terms of 
— i t s -dolimr -cont ribu:tion-to- the col ^ 

cannot be assessed^ it is concluded that the Head Start 
projects were reasonably effective in involving 
Medicaid in the payment of reimbursable services 
* in accordance with their respective B&SDT State Plans. 

b, EPSDT Medicaid as a vlabl© source for the payment of = 
Medical and Dental services appears adequate^ but 
falls' considerably short for the payment of mental. .. 
health and nutritional services. 
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a\. IlGad Start projects could be encouragQdr wherever 

possible^ to iiiaKimize their efforts to involv'e Msdiaaid 
in the paymant of EPSDT services^ particularly where 
such f^RirviceS are ^ reimbursable according to tha EPSD^X 
State Plan 

b. Projects could also be encouracjed to negotistG with 
state/local Medicaid agencies for reiniburaeiTOnt rates 
which more roasonably reflect the actual costG or the 
going community rate for providing EPSDT se^yices. 
This could possibly increase the nuniljer of Heclical 
providers v;illlng to participato in the EPSor effort 
who were reluctant to do so be fore because of lo^ 
remuneration^- (from Medicaid) for services rendered* 

c. Projects could be, encouraged to negotiate 

with state/local Medicaid agencies for reimbursement 
for the full range of EPSDT services provided. e,g* 
supportive services such transportation- This v/ould 
reduce the cost to Head Start for the implementation 
and maintenance of the CDllaborative effort and allovsT' 
these dollars to be reprogramed for other priority 
considerations relative to the collaboration*^ 
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D. ASSfiBSlilD VALUR 01^ ^1K^D START/TiPSDT HEALTH SERVICES FOR 
SEIiEC'rED PROJECTS 

I jaf orm^i tlori obtained applicable to thd assesKGcl value of services 
regarding niedJ.Ctil/ dental, mental healthy nutritional SGrvicGS, 
etc., piroved to be urircliable* Most projects axpGrienced diS-- 
ficulty in providing this information. There was apparent con- 
ftision among the demon-itration projects as to the exact meaning 
of aaseE^sed value of services. 

To higHlight this confusion in this area^ on© project reported 
the assessed value of all services received at over $4,000/000. 
This v?as more than tha total amount repotted by all other selected 
projects cornbined. Other projects also reported unreasonable 

Inforrtiation germane to this area was obtained from the Health 
Care Encounter Form for the selected projects * The assessed 
value of services v/as to be reported as the cost that would 
normally be incurred by Head Start for the provision of EPSDT 
health services to Medicaid certified chUdren. This amount, 
>?hich would presumably eKCeed the total amount of monies paid 
-^by Medicaid for -re-tmbu^^^^ 
the additional dollars needed from Medicaid to support the cbl- 
laborativa effort. 
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Conclusions 



With tils apparent confusion/difficulty most of tha selectod 
projects had in gathering inforniation on the assessed velue of 
Head Start/EPSDT serviaesy there were no disGernible Qonclusions 
reached on this aspect of the study. 



Polic y Cons icier at i ons 



a# Because of the apparent confusion caused by the 
use of such terminology as "assessed value of 
serviCGS'% it is suggested that this phrase be 
dropped for purposes of thG proposed second year 
evaluatipn* Rather ^ it seems only necessary to 
request /the demonstration projects to report the 
amount of monies they spends beyond those reimbursed 
by Medicaid^ on EPSDT services rendered to Medicaid 
certified participahts. This wili serve to indicate 
the total amount of mpnies needed from Medicaid to 
fully support the collaborative effort relative to 
the Medicaid certified population* 

_b. While most projects do not maintain their accounting 
records in this Tnanner^ it should not be difficult 
to collect this inf orma tiori , An accounting of the 
services received by the Medicaid certified children 
and the related reliiibur sement reates al lowed by Medicaid 
for same would form the basis for calculation, This 
information could be retrieved from each of the demon=^' 
stration pro jects via the proposed revised End-of^Year^ 
S tatus Form. 

c, inhere site visits are made, a more intensive look at 

the recordkeeping systems and the resgectiye reimburse^ 

" conducted' to^WEr ie vi ffiis ^in f oF- " 
mation* 
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APPENDIX h 



PROFILE OP IMPD PROJECTS 

Tiirao IMPD proyr^ims wgiq IncluclGcl diinoiuj the BolGctGd Head Start/ 
liPSDT *piro jcc ts . Two ol: the pro j cc ^ BlackrGQt: Tribe BU£?indss 
CounciL and Fort Peck/ wairo locatGcl on Indian rGSGrva tions in 
Montana; the othor project/ tho GroeitGr California Eduoation 
Projoct in Fresno^ California^ aervod childrGn of migrant workairs, 



The Indian and migrant projects differed along tho follov/lng 
diiTiGrisions : 

: ■ . . v_y 

* sponsorship: 

- Indian projocts: the OffiCQ of NativG American 
Programs .{ONAP) Councils of the^ particular " 
reservations on wliich they were located. 

- Migrant projects r indepcdGnt umbrella organi^g.^ 
tions dirGCted to migrant worker s; the sponsot" 
organization's primary function was manpower 
training programs * 

Funding : 

■ " The Indian projects received minimal suppje-- 

.mental grants for the Collaborative Effort which 
were applied to the health coordinators' salary. 
Administrative and some operational expenses/ ©.^g.r 
for transportation and non-:reimbursed health Bmr^ 
vices not provided by the Indian Ilealtli Services 
(ins), were paid "for through the regular Head 

by the ONAP council, 

^Indian programs do not receive any health services funding be^ 
/cause thG Indian Health Setvice is expGcted to provide nmrnB-- 
Bary cary. 
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TliG migrant projGCh a\.BO ircceivad a ralativoly smal^l 
supplQmnnbni grant. Pur\ds wairo: availablG from 
tho project's health SGrvicGS pifogram and.thG spon- 
soring organization* 

Support From othnr Health Programs ^ 

BotH incUan pro joe ts rolied on IliS and the niigrant 
prajecL had accGBS to special h^olth programs pre- 
vicled Cor tho migrant workers, ,^Th0 Blackfeot Tribo 
rcCGivcd gk tensive support Etom HIS which brought 
in special resources to the reservation for testing* 
Arrangemants war© also made fior additional conaul- 
tcition with an of J: -rGservation service resource, 
in this case IMS personnel ganarally had a sympathetiG 
attitude toward EPSDT and werQ supportive of Head 
Start- 

? - - - - 

The Port Peck Indian projeGt did not fare as well. In 

this case, concerned IKS persannal appeared to view 

EPSDT as ^ted-undant lind somewhat of an intrusion; in 

addition, some strain was apparent between the ser-- 

vice and Head Start, possibly at^mming from the proj-- 

Gct*s attempts to press IiiS Car more serviceB, parti'-- 

^ cularly folloW'-up, In both cases, some of the IHS 

procedures with respect to auth'Or£aations for and 

scheduling of treatment posaa aon\© ^ .^although not in-^ 

Burmountable , problems , 

The Fresno migrant project mad© ©xtensive use of 
special migrant health resources for both medical 
and dental screening and treatmarit . Use of the ■ 
migrant health resources haa both advantages and dis- 
advantages. Although many children received care 
probably. not ptherwise obtainable/ it tended to be 
sporadic and episodic. Frequent moves of the 
families were a contributing faator, as were 
the locations, hours of service and administrative 
practices of the projects. 
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SUMMARY Of FORMS 
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He alth Care Inta ke Form: a forni to be used by 
each funded project and completed once for each 
child participating in the Head Start EPSDT 
Collaborative Effort, at the time he is first 
recruited for EPSDT services. It is designed 
to collect information regarding i 

the child's Medicaid status 

the child status with regard to 

Head Start 

the child's previous health record 
for the twelve months prior to the? 
collaborative effort. 

Health Care Encounter Form ; to be CQinpleted 
monthly for each child in the 30 selected proj*- 
sets only. It is designed to collect data 
cumulatively by child on the following elements 
of health care service provided! 

the type of visit (screening/ diagnostic, 
counselirig/ref erral^ or treatment) 
the disposition of the case (including 
follow-yp visits where indicated) 

- the assessed value of the provided services* 

Health Care Composite V isit Fornii to be completed 
monthly by project for^ remaining 170 projects* 
It records information separately for Head Start 
and non-Head Start children regarding i 

- the total number of visits by type 
(screening, diagnostic, counseling/ ■ 
referral /or treatment) of children 

in the project .during that month 

- the disposition of cases (the nuniber 
ol referrals^ follow-ups, and oornplated 

End of the Year Status Report I. designed to be 
completed cumulatively by project at the end of the 
year. Collects information regarding i 

- the participating children's Medi'- 
caid status 

- the amount of turnover the project 
experienced * , , . 
the disposition of meldiaal records* 



staff Profile Form: dcaigned to record infornia- 
toon iTGCTardlnci staffing pat tor for tha Jioad 
StortyEPSDT Collabairatlon Effort* ColiectB 
irforrnation regarding the staff's! 

employineiit status 

duties and responiiibilitiGS 

- edTjcationcil background 

- prevlQUS eniplbyment/axperiGnces* 

Tlrne Utilis ation Form: ' dosigned to- assess the 
quarterly attribution of the Head Start/EPSDT 
staff time to the Id' lowing categorical 

direct labor 

siippprtive labor . ^ 

administrative labor. 

Iiicoine Sources Forni i designed to be completed 
oncG during the program year to Identify the 
eKtent to which the Head Start program is making 
use of av^ailable resources, 

E3< penidifaure Form g flesigned to be cpmpleted once 
a year to collect information on how *available ^ 
resourcGS are used to fulfill the requirements 
of the Head Start/BPSDT Collaboration Effo3:t, 

Me dicaica Profile F ormi designed. to bo completed 
Ey^the Health Liaison Specialist, ColleGta back- 
grourid inforM^tlon on^ th© Head Start project ^ 
regarding its statue and its understanding of , 
EPSOr Medicaid; ^ . 
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